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rapport» 
when 
anxiety ~ 
blocks 
therapeutic 
progress ...2n private practice 


Miltown reduces both overt and covert anx- 
icty levels and helps the patient overcome 
neurotic inhibitions. It improves patient co- 
operation and facilitates productive sessions." 


in hospitalized patients 


In hospitalized chronic schizophrenics, 
Miltown produced favorable changes in be- 


havior, reduced anxiety and made patients 
more manageable.” Significant improvement 
was obtained in 746 of 58 patients with anx- 
iety reactions or affective disorders and in 
40%, of 111 chronic schizophrenics.* 


I. Lipton, A. A.: Effect of meprobamate on patients in 
intensive psychotherapy. Dis. Nerv. System = 19:487, Nov. 
1958. 2. Laird, D. M., Angelo, J. N. and Hope, J. M.: Eval- 
uation of meprobamate (Miltown) in treatment of hospital- 
ized schizophrenic patients. Dis. Nerv. System 18:346, Sept. 
1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. 
Pierre, R.: Meprobamate in chronic psychiatric patients. 


Ann. New York Acad. Sc. 67:789, May 9, 1957- 


meprobamate (Wallace) 


Supplied: 400 mg. scored and 200 mg. sugar-coated tablets, in 
bottles of 50. Also available as Mrproraps* (yoo mg. 
unmarked, coated tablets, unidentifiable by the 
patient) and as Merrosean* (Milltown continuous 
release capsules). *TRADE-MARK 


WALLACE LABORATORIES / New Brunswick, N. J. 
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NEW DEFEAT THE 
MIGRAINE PARADOX 


TRADEMARK 


- relieves headache 
¢ dispels visual disturbances 
- overcomes nausea and vomiting 


*The paradox of migraine — increased nausea due to ergotamine ad- 
ministration — may now be successfully combated with ‘Migral’. The 
recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 
ably enhanced by the addition of cyclizine hydrochloride, a specific to 
overcome nausea. 


Dosage: 2 to 3 tablets at first warning of an attack, then 1 or 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: ‘Migral’ tablets, containing ergotamine tartrate 1 mg., ‘Marezine’® brand 
Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. 


ral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Used in every type of practice 

and clinical specialty today, 
EQUANIL® (meprobamate, Wyeth) 
has proved that anxiety and 


tension can be controlled to 


smooth the course of diagnosis, 


treatment, and convalescence. 
Anxiety is a fact of life. Anx- 


iety is a fact of illness. 
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DEXAMYL*—to help maintain your patient between 


The antidepressant, mood-lifting effect of 
‘Dexamyl’ can often help the patient receiving 
psychotherapy to continue normal daily activities. 


*‘Dexamyl’, a combination of Dexedrine* (dextro 
amphetamine sulfate, S.K.F.) and amobarbital, 
is available as tablets, elixir and Spansule* 
sustained release capsules. 


GK) Smith Kline & French Laboratories 


*T.M. Reg. US. Pat. Off. 
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ROCHE 


discoverer of the therapeutic effects of the hydrazines... 


first to introduce the therapeutic era of amine oxidase regulators... 


announces 


A more active amine oxidase regulator 


Marplan 


for the relief of moderate to deep depressions 


clinically safer therapeutically more useful 


Marplan in depression—Marplan exerts a 
potent therapeutic action in a variety of psychi- 
atric disorders with associated symptoms of 
depression, with or without withdrawal or re- 
gression.!-5 By regulating amine oxidase levels, 
Marplan inhibits the breakdown of serotonin, 
norepinephrine and other biologically active 
amines which are postulated to have a role in 
the normal function of various brain centers. 
This sparing action on biogenic amines may be 
one mechanism whereby Marplan elevates mood 
and reverses the depressive symptomatology. 
Marplan is not a central stimulant of the am- 
phetamine type. It is not in any way related to 
the phenothiazine group of drugs nor to other 
tranquilizer or sedative agents. Marplan is, in- 
stead, a metabolic cellular enzyme regulator 
which opens a new sector in the field of psychic 
hydrazine therapy. 


The clinical record of Marplan— Marplan has 
been under intensive clinical investigation for 
more than a year. A broad clinical research pro- 
gram continues to define the full range of 
Marplan’s therapeutic applicability. However, 
already almost 300 research clinicians have 
evaluated Marplan in over 3500 cases.!-8 Of 
this group, more than 2751 were patients with 
psychiatric and emotional disorders associated 
with depression. In the 2449 fully evaluated 
cases, the greater majority (66.2%) showed 
significant improvement. “Depression of mood 
and somatic preoccupation were less pronounced, 
concentration improved, irritability lessened and 
the patients appeared to be more relaxed.”2 
Marplan was evaluated clinically for more than 


one year. In some patients, the beneficial effects 
appeared within several days; in most, within 
one to three weeks. In a few cases, response was 
not observed until after three to four weeks of 
therapy. An example of an unusal result in a 
chronic psychiatric patient is the following case 
history from the Danvers State Hospital, Ha- 
thorne, Massachusetts?: 


40-year-old male schizophrenic. First hospital- 
ized 19 years ago. Continuously hospitalized for 
the last 10 years. ECT and various phenothia- 
zines proved ineffective. Patient’s condition 
varied between catatonic posturing and actual 
stupor, and between extreme block and complete 
mutism. He had no apparent affect. On treat- 
ment with Marplan (40 mg/day), he became 
cheerful, talkative, no longer a feeding problem. 
Now works in one of the hospital's departments 
and has ground privileges. Mental content and 
sensorium disclose no psychotic manifestations 
at present. 


Incidence of side reactions—In one of the 
largest bodies of clinical material for this new 
class of drugs, Marplan shows one of the lowest 
recorded incidences of side effects. Particular 
attention was focused on attempts to define as 
precisely as possible amine oxidase inhibitor 
side effects on a wide range of organs, including 
liver and bone marrow. Extensive clinical studies 
have revealed no jaundice or liver damage 
attributable to Marplan. Nevertheless, since 
Marplan is an amine oxidase inhibitor, the same 
precautions should be observed with Marplan 
therapy as with other amine oxidase inhibitors. 
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Marplan, an analog of Marsilid (iproniazid), is a 


potent new amine oxidase regulator. Already evalu- 


ated in over 3500 patients, Marplan has demonstrated 


marked beneficial effects in the treatment of moderate 


to deep depressions. Evidence to date indicates that 


Marplan may also be therapeutically valuable in a 


number of important acute and chronic medical con- 


ditions. Chemically, Marplan is 1-benzyl-2-(5-methyl- 


3-isoxazolylcarbonyl) hydrazine. 


Dosage: As with other potent drugs, for maximum 
therapeutic effect, the dosage of Marplan must be 
adjusted for the individual patient. Since Marplan 
has a cumulative effect, dosage should usually be 
reduced to maintenance levels as soon as clinical 
improvement is observed. Many patients may 
respond to Marplan within a week or less. On the 
other hand, since Marplan acts indirectly (by affect- 
ing enzyme metabolism), a beneficial effect may not 
be seen in some patients for as long as three to four 
weeks. 


Dosage Schedule: (1) Starting dose is usually 30 mg 
daily, given in single or divided doses. The patient 
should be observed carefully and individual dosage 
adjustment made according to response. Many 
patients will respond quickly to the initial dose of 
30 mg daily. Since daily doses larger than 30 mg 
may cause an increase in side effects, it is not recom- 
mended that higher dosages be employed routinely. 
(2) Maintenance therapy should be instituted when 
a therapeutic response has been established, by 
reducing Marplan to 10 or 20 mg daily (or less). In 
some patients, beneficial effects may not be observed 
for three to four weeks. 


The same dosage range is also indicated in depres- 
sion associated with such chronic disorders as rheu- 
matoid arthritis and also for the clinical indication 
of severe to intractable angina pectoris. 


Caution: All patients treated with hydrazine deriv- 
atives should be kept under close medical super- 
vision. The patient should be observed for signs of 
orthostatic hypotension, complaints of dizziness and 
vertigo, constipation, overactivity, jitteriness, insom- 
nia, peripheral edema, weakness, fatigue, dryness 
of the mouth, blurred vision and skin rashes. While 
there is no definite knowledge of a hazard with 
Marplan, use of this class of agent should be dis- 


continued at the first sign of jaundice or impaired 
liver function. Periodic liver function tests are 
advised during hydrazine therapy. These drugs are 
contraindicated in patients with a history of previ- 
ous liver disease or impaired liver function. In 
patients with impaired kidney function, Marplan 
should be used cautiously to prevent drug accumula- 
tion and should not be used in epileptic patients. 
Patients receiving a hydrazine in conjunction with 
drugs such as alcohol, barbiturates, meperidine, 
cocaine, procaine, and phenylephrine should be 
more closely supervised. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Marplan 


References: 1. Clinical Reports on File, Roche Laboratories. 
2. I. Kimbell, Paper read at Cooperative Chemotherapy Studies 
in Psychiatry, 4th Annual Research Conference, Memphis, 
Tenn. May 20-22, 1959. 3. H. EF Darling, W. Kruse, G.-F 
Hess and M. G. Heerman, Dis. Nerv. System, in press. 4. L. 
Alexander and S. R. Lipsett, Paper read at Eastern Psychiat- 
ric Research Association Meeting, New York, June 9, 1959. 
5. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. 
Sc., in press. 6. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., 
R. J. Floody and L. O. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 
1959. 7. W. Hollander and R. W. Wilkins in J. H. Mover, 
Ed., Hypertension, Philadelphia, W. B. Saunders Company, 
1959, p. 399. 8. R. W. Oblath, Paper read at American Thera- 
peutic Society, 60th Annual Meeting, Atlantic City, N. J., 
June 6, 1959. 
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TABLETS 
STELAZINE* 


brand of trifluoperazine 


In very low doses (2 to 4 mg. daily) ‘Stelazine’ has been proved 
effective in the treatment of anxiety as seen in private practice and 


outpatient services. 


Moreover, it has been demonstrated that ‘Stelazine’ is particularly 
useful when anxiety is expressed as apathy, listlessness and loss 
of drive. 


Clinical trials in more than 12,000 patients suffering from anxiety have demonstrat- 
ed Stelazine’s effectiveness in the treatment of this syndrome, particularly when 
it is accompanied by defense mechanisms such as apathy, listlessness and loss of 
drive. On ‘Stelazine’, most patients experience relief of anxiety, recovery of drive 
and an improved mental outlook. Also, with symptoms reduced, they are often 
more willing to accept psychotherapy. 


Administration and Dosage: In the treatment of anxiety, the usual starting 
dosage is 1 mg. orally b.i.d. Usual optimum dosage is 2 mg. to 4 mg. daily. Be- 
cause ‘Stelazine’ is inherently long-acting, symptoms are usually controlled with 
convenient b.i.d. administration. In some cases, once-a-day administration will 
provide adequate maintenance therapy. 


Side Effects: In the recommended oral dosage range of 2-4 mg. daily, side effects 
are usually minor and transitory and rarely affect the course of therapy. Oc- 
casional instances of drowsiness, dizziness and stimulation may be observed; 
rarely, symptoms of an extrapyramidal nature may occur. 


Available: 1 mg. tablets in bottles of 50 and 500. 


For further information, see available S.K.F. literature. 


Smith Kline & French Laboratories Q leaders in psychopharmacology 


#*Trademark 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 

including symptoms such as crying, 
lethargy, loss of appetite, insomnia 
RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 
RELIEVES ASSOCIATED 
PHYSICAL TENSION 

by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


“Depror 


benactyzine + meprobamate 


= confirmed efficacy 
« documented safety 
SUPPLIED: Bottles of 50 light-pink, scored tablets 


COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


iy WALLACE LABORATORIES + New Brunswick, N. 7. 
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to control tranquilizer-induced 
Parkinson-like side effects 


COGENTIN. 


METHANESULFONATE (BENZTROPINE METHANESULFONATE) 


‘COGENTIN’ is effective in providing relief for many patients who develop 
tremor, restlessness, feelings of tension and other Parkinson-like symptoms 
during tranquilizer treatment of mental disorders. 


DOSAGE AND ADMINISTRATION, Recommended dosage is one-half to one tablet two or 
three times a day. If higher doses are required, the patient should be closely 
observed and dosage adjusted as indicated. When ‘COGENTIN’ is used to offset the 
distressing Parkinson-like side effects caused by tranquilizing drugs, adequate 
therapy with these drugs may usually be continued. Rarely, a decrease in dos- 
age may be necessary. 


SUPPLIED: As 2 mg. quarterscored tablets in bottles of 100 and 1000. 


MERCK SHARP & DOHME 


COGENTIN is a trade-mark of Merck & Co., Ine. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Fingerprint 


It’s an odd sensation to watch a chemical compound 
write down the shape and composition of its 
molecule. And yet this is what happens in infrared 
spectrophotomeiry. The substance tells you what it is 
just as surely as though it had left a fingerprint. 


How is it done? Let Dominic Mercaldo, the Wyeth 
chemist in our picture, demonstrate. Dom passes 
an infrared beam, of varying wavelength, through a 
compound that he wishes to identify. The rays are 
picked up by mirrors and transmitted through 
rotating prisms. Finally, a pen automatically traces 
the absorption spectrum of the substance—and this 
is Dom’s clue to its molecular configuration and 
composition. No other compound gives precisely 
the same pattern. 


An analytical chemist, with advanced training 

at M.I.T., Dom presides over the spectrophotometers 
—infrared and ultraviolet—in the Control 
Laboratory of one of Wyeth’s manufacturing units. 


Dom’s spectrograms make conclusive fingerprints 
for the identification of many pharmaceutical 
compounds. Often, they tell him what no other kind 
of assay can. Moreover, they tell him about potency 
and purity as well. The procedure is one of many 

in the constant quality control of Wyeth drugs 

at all stages of manufacture and packaging . . . the 
testing and retesting of raw materials, intermediates, 
and every dose form of the finished product. 


There’s another fingerprint too—the control number 
on a Wyeth label. As nothing else can, it stands for 
the rigid standards and specifications that each 

Wyeth drug meets before it enters medical practice. 


[Bett] 


Phiiadelphia 1, Pa 
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greater specificity 

of tranquilizing action | 
—divorced from such 
“diffuse” effects as 
anti-emetic action 


less toxic effects than those with other phenothiazines. .. This 
drug appears to” represent a major addition to the safe and effective treatment of a wide 
sturbanc the clini 


a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


Ss 


The presence of a thiomethyl radical (S-CH,) is unique 
in Mellaril and could be responsible for the relative 
absence of side effects and greater specificity of 
psychotherapeutic action. This is shown clinically by: 


i A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. 


This is evidenced by a lack of appreciable anti-emetic effect. 
MELLARIL 


PSYCHIC RELAX 


nimal suppression of vomiting tranquilization 


PARASYMPA Mittle effect on blood pressure 
NERVOUS S Bnd temperature regulation 


Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


aia A notable absence of extrapyramidal stimulation. 


sympathetic 
parasympat ‘if pening of blood pressure 
nervous sy temperature regulation 


ng suppression of vomiting 


Lack of impairment of patient’s normal drive and energy. 


Virtual freedom from such toxic effects 
phenothiazine -type as jaundice, photosensitivity, skin eruptions, 
tranquilizers 
blood forming disorders. 


Indication Usual Starting Dose Total Daily Dosage Range 


ADULTS: Menta! and Emotional Disturbances: 
MiLD—where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 
MODERATE — where agitation exists in psychoneuroses, 25 mg. tid. 50-200 mg. 
alcoholism, intractable pain, senility, etc. 

SEVERE — in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc. 
Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg 


CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid 20-40 mg. 


Mellaril Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy 
of General Practice, San Francisco, April 6-9, 1959 
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Vesprin is an agent of established efficacy and demonstrated superiority for the manage- 
YOUR ANSWER MAY | ment of psychotic patients. in schizophrenia, manic states, and psychoses associated with 
organic brain disease, Vesprin controls intractable behavior patterns making patients more 

ti ’ 99 | accessible to psychotherapy. Excitement, panic, delusions, hostile behavior are moderated 
BE l DON T KNOW to permit early insight for rapid progress into resocialization and rehabilitation. Not only 
is Vesprin your drug of choice for initial therapy, but it has proved effective in patients who 


0 R “VE R Y S 0 0 N.” failed to respond to other phenothiazines. 


Vesprin does not oversedate your patients into sleepiness, apathy or lethargy — and drug- 


induced agitation is minimal.: It is relatively free from side effects. Skin eruptions, photo- 
sensitivity or hyperthermia have rarely been reported. Individual dosage levels are easily 

x H E D | F F E R E N e E established. Intramuscular injection causes no pain or tissue irritation. Vesprin often brings 
c improvement in chronically disturbed patients refractory to shock therapies and other drugs. 


Dosage: Usual initial dose, 100 to 150 mg. daily, in- 
creased or decreased according to patient response. See 
literature. Supply: Tablets: 10, 25 and 50 mg., in bottles 
of 50 and 500. Capsules: 100 mg. in bottles of 50 and 
500. Emulsion: 30 cc. dropper bottles and 120 cc. 
bottles (10 mg./cc.). Parenteral Solution: 1 cc. multiple 
dose vial (20 mg./cc.) and 10 cc. multiple dose vial 
(10 mg./cc.). Vesprin Injection Unimatic (15 mg. in 
0.75 cc.). 
7 Squibb Quality = the Pricele 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE ' 

+. @ unique halogenated phenothiazine for the management of schizophrenia, manic states, psychoses 

associated with organic brain disease, senile psychoses, and primary behavior problems in children 

1. Goldman, D.: Am. J. M. Sc. 235:67 (Jan.)1958. 2. Morehouse, W.G., and Freed, J.E.: Monograpt n Therapy.3:32 (May) 1958. 3. Leger, ¥.: Union Med. Canada 87:831 (July) 1958. 
4. Bruckmen, N. S.; Saunders, J.C., and Kline, N.S.: Monographs on Therapy 3:24 (May) 1958. 
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SAFE 


The Mot-ac 11 provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. 
Side effects are automatically reduced. The 
MOL-ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The MOL-ac 11 provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
MOoL-ac Il is ready for immediate use. The 
MOoL-ac 1 has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician’s bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads in progressive research. 


AN, OFFICIALLY APPROVED INSTRUMENT 
WHICH HAS ALSO WON PULAR /APPROVAL. 


N REITER, Se.D. 
STREET, NEW 


- 
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faster therapeutic response with 


>REITER MODEL SOS 

4 the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


e exceptionally fast clinical therapeutic response 


e most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion and treat- 
ment-generated anxiety are negligible 


e patients are quickly clear and bright following 
treatment 


e difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 

e SedAc current establishes better transference — 
patients become communicative 

e anxious aversion to EST minimized by gentle 
SedAc current 

e one-knob, with safety lock, controls convulsive and 
sedative currents 

e clinical studies have evaluated a new measurement 


procedure to determine areas of cerebral damage 
and the degree of malfunction 


Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ment) to be used with Model S; 3. SedAc (self-powered) an independent 
instrument. 

Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y. 
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FOR TENSION-FREE SLEEP ALL THROUGH THE NIGHT 
DUAL RELEASE HYPNOTIC-TRANQUILIZER 


WHEN ANXIETIES CAUSE INSOMNIA—WHEN 


INSOMNIA 


HEIGHTENS ANXIETIES—HYPTRAN TREATS BOTH CON- 
DITIONS AND BREAKS THE PATTERN OF SLEEPLESSNESS. 


Sleep comes quick, sure and sound, 
with new Hyptran. The outer layer con- 
tains an immediate calming dosage of 
phenyltoloxamine, the mild, certain 
non-phenothiazine tranquilizer to sup- 
port short-acting secobarbital. This 
well-accepted fast-acting barbiturate 
acts directly on the higher cerebral 
levels and quickly brings needed sleep. 


Hyptran’s inner core of phenyltolox- 
amine, released later in the night, con- 
trols insomnia-causing anxieties, keeps 
them from ‘‘breaking through’”’ and 
interrupting sleep. Patients awake calm 
and clear-headed, fully refreshed men- 
tally and physically. 


DOSAGE: 1-2 tablets before retiring. 
SUPPLIED: Bottles of 100 sugar-coated, 
pink tablets. IMMEDIATE RELEASE: 
Phenyltoloxamine Citrate 25 mg., Seco- 
barbital 60 mg. (warning — may be 
habit forming); DELAYED RELEASE: 
Phenyltoloxamine Citrate 75 mg. 


References: Batterman, R. C., et_al.: New York J. 
Med. 58:3821, 1958. / Harrison, T. R.: Principles of 
Internal Medicine, 3rd ed. McGraw-Hill 1958, Pg. 
1764. / DiMascio, A., et_al.: Am. J. Psychiat., 115, 
301-317, 1958. / Sainz, A.: Proc. of Mohawk Valley 
Psychiatric Assn., June 17, 1957. / Fleischmajer, R., 
et al.: Antib. Med. & Clin. Therap., 5, 120-124, 1958. 
/ Hoekstra, J. B., et_al.: J. Am. Pharm. A., 42, 587- 
593, 1953. / Cronk, G. H. and Naumann, D. E.: New 
York J. Med., 55, 1465-1467, 1955. Paper in prepara- 
tion: data on 500 clinical cases ilable onr t 


WAMPOLE LABORATORIES, STAMFORD, CONN. 


is 

: 


Miltown in 
continuous 
release 
capsules 


the 24-hour 


tranquilizer 


«7 


safe, continuous 
relief of anxiety 
and tension 
... all day... all night 


Supplied: 200 mg. continuous release capsules of Miltown (mepro- 
bamate, Wallace) in bottles of 30. Literature and samples on request 


RADE-MARK WALLACE LABORATORIES New Brunswick, N.J. 
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Better protection against relapse with Compazine* Spansule' capsules 


With ‘Compazine’ Spansule capsule therapy you maintain firmer and more 


continuous control of psychotic behavior than with usual tablet therapy 


Hard-won control of psychotic behavior is too often jeopardized by sudden falls in 
drug levels due to skipped or forgotten doses of t.i.d. and q.i.d. tablet medication. 


Because one ‘Spansule’ capsule sustains an unvarying therapeutic level of ‘Compazine’ 
for 10 to 12 hours, “Compazine’ Spansule capsule therapy protects your patient from 
these sudden falls in drug levels that may lead to a breakthrough of symptoms. 


Administered only q1zh, ‘Compazine’ Spansule capsules help you maintain con- 
tinuous, all-day and all-night control of psychotic behavior. 


Available: NEW 75 mg. ‘Compazine’ Spansule capsules—also in strengths of 10 mg., 
15 mg. and 30 mg. 


If it’s a “Spansule’ brand capsule, it’s made and marketed only by 
Smith Kline & French Laboratories 


first ¥ in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.F. 
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SOURCES OF UNCERTAINTY IN STUDIES OF DRUGS AFFECTING 
MOOD, MENTATION OR ACTIVITY 


ERWIN L. LINN, Pa.D.' 


INTRODUCTION 


It has been difficult to specify the effects 
of many drugs. A review of the literature 
shows that this is particularly true of those 
drugs intended to change mood, mentation 
or activity. The central concern of this 
paper is to indicate some of the ways in 
which the characteristics of subjects and 
the social setting may obscure the deter- 
mination of the effects of these kinds of 
drugs. Other questions of study-design— 
e.g. sample size, techniques of biological 
assay, and timing of dosages—will not be 
discussed.” 


DRUG-EFFECTS : DEFINITIONS 


Primary or intended effects.—A drug may 
have numerous effects but it is usually 
studied or administered for a particular 
effect expected. For example, reserpine 
“calms” hyperactive mental patients; it 
also lowers the blood pressure of hyper- 
tensive medical patients. Opiates reduce 
the pain of terminal cancer patients but 
also alleviate the withdrawal sickness of 
addicts. 

Side-effects.—Side-effects are all effects 
other than the intended or primary effects. 
It is obvious that if the primary use of a 
given drug varies, so do the side-effects. 
What is side-effect to one intended use 
may be primary effect to another. For 
example, lowered blood pressure is a side- 
effect when reserpine is given with the 
expected effect of calming a mental patient 
but a primary effect when the same drug is 
prescribed for a patient with hypertension. 

Side-effects are dependent on (a) the 
dosage and (b) whether treatment is single 
or continuous. It seems very difficult to 
limit drug-effects to one organ or area, 


1 Laboratory of Socio-environmental Studies, Na- 
tional Institute of Mental Health, U. S. Department 
of Health, Education, and Welfare, Bethesda 14, Md. 

2The writer is grateful to Dr. J. Cochin and 
Angelica S. Goffman for their critical comments about 
this paper. 


particularly as dosage is increased. When 
high dosages of chlorpromazine are used, 
side-effects are not only wider in range 
but more serious(8, 9) ; with continuous 
use, most side-effects have been reported 
to disappear. 


PROBLEMS OF INFERENCE FROM DATA ABOUT 
DRUG-EFFECTS 


If the intended use of a drug is to change 
mood or mentation, the major source of 
information on its effects may be the sub- 
ject’s report of what he experienced. Even 
if the drug seems to achieve an easily and 
objectively recognized main effect, the ob- 
server, in arriving at knowledge about how 
a drug works, often depends on the sub- 
ject’s ability to understand and to verbalize 
his reactions. Moreover, while observable 
changes may provide a valid index of drug- 
effects, investigators may err in inferring 
subjective changes corresponding to these 
external signs(22). For example, agitated 
depressed patients who seemed calmed by 
chlorpromazine may still be contemplating 
suicide(1). 

Thus, the subject’s interpretation may be 
of considerable importance to defining and 
understanding specific drug-effects. If so, 
it behooves us to consider some of the in- 
fluences upon what the subject perceives 
and reports. 

First, of course, the subject’s interpreta- 
tion of drug-effects varies according to his 
“morbid state.” The opiates have one mean- 
ing to the addict but another to the terminal 
cancer patient in extreme pain. 

Experiences with other drugs, with 
which a drug new to the subject’s experi- 
ence can be compared, will color his re- 
actions and what he tends to tell the in- 
vestigator. For instance, among mental 
patients, it has been noted(11) that addicts 
given mescaline, unknown to them, report 
its effects as similar to opiate drugs, where- 
as alcoholics compared it to a “hangover.” 

The continuing experience with the same 
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drug may alter the subject’s reaction and 
interpretation of drug-effect. Only to the 
extent that he learns what to expect, can 
he arrive at some set evaluation( 10): 


The mescaline stress produces much less re- 
action with succeeding experiences. We felt 
in the past that this might be due to such 
vague factors as “tolerance” or absence of any 
specific emotion-laden material. However, the 
first mescaline experience becomes a point of 
reference. It has been integrated as an ex- 
perience and can serve as a basis for future 
exposures to the same stress without producing 
the emotion-laden discharge of the first time. 


It has been argued that continued volun- 
tary use of marihuana and addiction to 
opiates depend on the predictability of 
certain effects(3, 24). Moreover, knowing 
the range of possible effects through ex- 
perience may lead to “psychological toler- 
ance” of side-effects, especially when the 
subject greatly desires a major effect. For 
instance, the drug addict may find side- 
effects such as itching and vomiting 
pleasurable accompaniments to morphine 
injection(38). 

The personality characteristics of sub- 
jects may necessitate a qualified interpreta- 
tion of observed or reported effects(37). 
For example, some investigators have ques- 
tioned the “normality” of the volunteer 
subject(20). One investigator has inter- 
preted negative results with reserpine and 
chlorpromazine as due to an underlying 
“passivity” in the mental patients so react- 
ing(33). A corollary to this idea of per- 
sonality structure affecting drug-reaction 
is the hypothesis that addicts tend to select 
the drug of addiction (e.g., alcohol, opiates ) 
according to their personality needs(39). 

Something which has been more syste- 
matically studied is the “placebo reaction” 
(21, 36). Moreover, some subjects have 
been demonstrated to be “placebo-reactors” 
or “placebo non-reactors,” that is, reacting 
or not reacting to continued as well as to 
initial placebo because (it is assumed) of 
some underlying personality characteristics. 
In one study of drugs to relieve headaches, 
the placebo-reactors were inferred to have 
a different kind of headache than the non- 
reactors(18) : 


If subjects never report relief through a phar- 
macologically inactive substance but always 


report at least some attacks relieved through 
bona fide analgesics, it must be assumed that 
they represent a “pure culture” of physiologi- 
cal headaches not accessible to suggestion, 
while the . . . subjects who either always or 
most of the time responded to placebo repre- 
sent, perhaps predominately, psychogenic 
headaches and to some extent also milder 
physiological headaches coupled with a tend- 
ency toward suggestibility. 


Social background may also influence re- 
actions to drugs or placebos, though we 
have found no such reference in the litera- 
ture. Differences by ethno-cultural back- 
ground in the manner in which pain is 
expressed by neurological patients and its 
meaning to them have been reported(41). 
We would expect, therefore, that ethno- 
cultural difference may be important at 
least to differences in pain relief from anal- 
gesics. Also, since hospitalized mental pa- 
tients are disproportionately drawn from 
the lower socio-economic level of the 
population(7), such subjects’ limited educa- 
tion may of itself interfere with their 
understanding of their reactions to drugs 
or with what the investigator would con- 
sider satisfactory reporting of such reac- 
tions. 

It can never be taken for granted that 
the subject’s perception and reporting re- 
flect a direct pharmacological action of 
drugs which are intended to change mood, 
mentation or activity. For example, there 
is some evidence that the opiates reduce 
anxiety about pain(4, 5) as well as increase 
the pain threshold. Mescaline, lysergic acid 
and pervitin, in bringing about alterations 
in perception and body sensation, which 
seem to be physiological actions, may lead 
to anxiety, uncertainty, and, at times, rage, 
which may be psychological reactions not 
directly resulting from the physiological 
action of the drugs(17). Similarly, some of 
the side-effects of chlorpromazine and reser- 
pine may have special meanings to mental 
patients with certain symptomatology, lead- 
ing to anxiety and tension(27, 33, 40). 

For drugs such as mescaline or lysergic 
acid, the jarring of the normal or the usual 
is the very thing the investigator wants to 
learn about, but this effect may hamper the 
subject’s ability to perceive or understand 
his reactions and to communicate. Such 
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difficulties have been aptly summarized 
(34) as: 


(1) Blockage—the absence of associations ; 
(2) “Subvocal flight of ideas”—too many 
associations occurring at once; (3) “Mental 
ataxia”—the subject tries to communicate but 
there is a discrepancy between what he says 
and what he means to say; (4) Expressive 
introversion—the subject becomes so pre-occu- 
pied with his images and hallucinations that 
he neglects to communicate at all ; alternative- 
ly he may think he has done so when in fact 
he has said nothing ; (5) “Mystical thinking” 
—vague statements about “Time,” “Reality,” 
“Truth,” etc. 


On the positive side of the ledger, prob- 
ably more will be learned about the tran- 
quilizing drugs than about electro-convul- 
sive or chemically-induced convulsive 
therapies because patients can describe the 
improvement that takes place during chlor- 
promazine or reserpine treatment, whereas 
the former therapies impaired the memory 
(26). 

Finally, the social setting of the treat- 
ment may become important to the sub- 
ject’s interpretation of drug-effects. Since 
the social setting has wider ramifications 
to the determination of drug-effects than 
just influencing the subject's interpretation, 
it will be discussed more fully below. 


THE SOCIAL SETTING 


All research and therapy with drugs take 
place in some social setting. The extent of 
social participation is influenced by whether 
treatment is with a private physician or 
under institutional auspices, the kind of 
subject, and the continuity in time of the 
therapy or research. Mutual participation 
of subjects and staff varies from outpatients, 
in occasional contact with staff and just 
waiting room contact with each other, to 
mental patients, confined in a constant 
potential of contact with fellow patients 
and attendants. 

Normal subjects, former drug-addicts or 
mental patients are often brought together 
for the experimental use of drugs intending 
to change mood, mentation or activity. 
What this grouping means to the subject 
must be seen in contrast to the world from 
which he has come. The mental patient 
may be most affected by the transfer to an 


environment devoted to treatment and re- 
search rather than to custody(13). For ex- 
ample, in one study, 39 out of 48 patients 
brought to a ward for drug treatment 
showed improvement prior to the inception 
of drug treatment(31). Another writer(2) 
has claimed that 


any attempt to observe a form of behavior in 
our patients has often led to a change in that 
form of behavior. We have found it to be 
most marked with regard to aggressive be- 
havior and its immediate consequences but it 
has also applied to other forms of behavior. 
We have several times seen patients hide the 
evidence of their incontinence when an ex- 
periment was in progress who had never been 
known to do so before. 


When subjects are brought together but 
introduced to the therapy at staggered 
times(19), knowledge about drug-effects 
may be gained from those already in treat- 
ment. In research at the National Institutes 
of Health we found that normal volunteers 
developed a ward “folk lore” about drugs 
they were given and tended to label un- 
known drugs, as, for example, “the stuffy- 
nosed one” (which turned out to be 
chlorpromazine). Similarly, comments of 
patients recorded in the nursing notes of a 
mental hospital indicate that insulin and 
electroshock had their “reputations” among 
mental patients as do the current crop of 
tranquilizing drugs. 

The dramatic effect that certain drugs 
have can intensify the communication about 
them. The orthostatic hypotension caused 
by chlorpromazine, the hallucinations 
caused by LSD, the gaiety caused by dexe- 
drine : these create experiences which par- 
ticularly for normal subjects are sharply 
distinct from the usual behavior patterns 
of their group. 

Probably more influential than verbal 
exchange is what is witnessed directly. An 
extreme side-effect such as jaundice may 
be a statistic of one out of a large number 
of patients treated with chlorpromazine 
but the number of others apprehensive be- 
cause they witnessed this side-effect is not 
limited to one. 

Equally important may be staff day-to- 
day experiences with the drug. With chlor- 
promazine or reserpine, the initial trials 
in particular may alarm the mental hospital 
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staff if cases of dermatitis, jaundice, and 
Parkinsonism occur, and this alarm may 
be communicated to patients. In one study, 
as a specific part of the research design, the 
staff was reassured about side-effects( 35). 
Eventually, the staff gains a sense of ease 
about the drug as they learn the range of 
effects and some means of handling un- 
pleasant side-effects. 

When subjects who have been brought 
together are treated with the same drug, 
there is the possibility of a heightened 
effect due to their having a similar reaction 
at the same time. We are all familiar with 
how the “mood” of the group may be 
heightened by the effect of a specific drug, 
alcohol, and how then, in turn, the alcoholic 
effect may be re-inforced by the “mood” 
of the group. What happens when one sub- 
ject receives a drug with an opposite ef- 
fect from that of other drugs administered 
to other subjects is being investigated(30) : 


Cooped up with, say the egotistical benzedrine 
partner, the withdrawn, indifferent dramamine 
partner and the slightly bored lactose man, the 
seconal subject reports that he is distractible, 
dizzy, drifting, glum, defiant. . . . This is not 
the report of mood that we got when all four 
men were on seconal. 


Then there is the question of what is 
considered “proper” social behavior in a 
group of subjects. Drug reactions which 
make the subject feel irritated with others 
may be suppressed or not admitted, where- 
as being pleasantly disposed or “high” may 
be expressed without stepping too far 
away from social controls. Normal volun- 
teer subjects observed by the writer were 
reluctant to admit that they became ir- 
ritated by a drug, eventually identified as 
chlorpromazine. They did talk about such 
feelings, if asked, and two or three wrote 
up detailed descriptions about how they 
tried not to express such feelings. 

Standards of behavior may also be per- 
tinent to what kinds of behavior become 
contagious. If some mental patients are 
given drugs and as a result behave in an 
“improved” manner, the more accepted be- 
havior may be taken over by others(23). 
These types of changes are possibly similar 
in kind to those, already mentioned, noted 
to occur even prior to treatment when 
patients are brought to a ward preparatory 


to the experimental use of drugs. The 
contagion of desirable behavior has also 
been noted in another context(15). In- 
continent patients brought together with 
continent patients for occupational therapy 
gradually decreased their incontinent be- 
havior until it “no longer constituted a 
problem during the daily hour in the clinic. 
It recurred, however, when the patients 
returned to their wards.” A central problem 
is why desirable behavior becomes con- 
tagious if drugs are effective and why the 
undesirable behavior is not an effective 
counter-influence to the drug action. Per- 
haps this is a matter of shared values (the 
socially desirable behavior being shared), 
or is a matter of numbers (the successfully 
drug treated group being larger). The 
problem of social contagion of desirable 
behavior is further complicated because its 
opposite is known to occur—e.g., folie a 
deux, mob behavior, dancing manias(16). 

Perhaps it is not so much that drug-in- 
duced behavior is socially contagious as 
that it produces a different environment 
for all patients, including those not receiv- 
ing the drug. For instance, if chlorproma- 
zine or reserpine reduces the hyperactivity 
of some patients, it thereby reduces the 
provocative incidents to which other pa- 
tients are exposed(6, 12, 35, 40). 

If patients improve, staff attitudes to- 
wards patients change, and staff has more 
time for activities other than controlling 
patients. These changes in staff attitudes 
and activities will affect the subsequent 
behavior of all patients, whether they are 
treated or not(25, 29). Even existing staff 
attitudes about a drug prior to its use can 
prove a sharply distinguishing predictor 
of whether or not patients improve when 
treated(14). 

Finally, for confined patients, a distinc- 
tion must be made between symptoms that 
are psychiatric—i.e. reflect pre-admission 
etiological dispositions and represent a con- 
tinuing personality malfunctioning—and 
symptoms that are due to adjustments and 
reactions to being institutionalized. For ex- 
ample, chronic mental patients have ex- 
hibited sexual reactions under the influence 
of mescaline. These were interpreted in 
psychiatrically dynamic terms(11). How- 
ever, it is equally plausible that the sexual 
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reactions to mescaline resulted from the 
restriction on sexual life inherent in the 
confines of the mental hospital. 


RELEVANCE OF THESE OBSCURING CIRCUM- 
STANCES TO STUDY-DESIGNS 


Though the foregoing is not a complete 
catalogue, we can conclude that drugs 
used to change mood, mentation or activity 
are given under many conditions which 
obscure the determination of drug-effects. 
These have been arbitrarily divided to 
permit ease in our discussion, not because 
they can be usually isolated in therapy or 
research. The question now arises : What 
can be done in drug research to control 
or eliminate these obscurities ? 

Anyone who has seen subjects given a 
high dosage of drug is well aware that 
drug-effects seem to be the only important 
thing occurring and that the setting or the 
type of patient exerts no or little influence. 
With lesser dosages, these other factors 
seem more important. However, the pat- 
tern of importance varies. For example, 
the mood of the group, if it is similar to 
the mood created by the drug, may obscure 
the drug-effect. If the subjects are chronic 
mental patients, the apparent poverty of 
patient interaction may lead us to question 
the importance of group influence. 

Nevertheless, one must watch what one 
is taking for granted. For example, we know 
that high dosages may engulf the po- 
tential influences of some of the obscuring 
circumstances discussed. However, it is 
usual, at least in treating mental patients 
with the tranquilizing drugs, to begin with 
low dosages, which are gradually increased. 
During the initial period of drug treatment, 
at least, dosage may be secondary to the 
treatment setting as a determinant of 
changes in patients. Chronic mental pa- 
tients may not speak much to each other 
but the reports about changes in such pa- 
tients when brought to a ward for treat- 
ment, even prior to the treatment, and 
about the effect on untreated patients of 
social contagion, decreasing provocative 
behavior, and staff attitudes would indi- 
cate that lack of social interaction cannot 
be taken for granted. 

Double-blind procedures with control 
and experimental groups are clearly neces- 


sary if definitive, unbiased results of what 
a drug does is to be obtained(32). Since 
there are perhaps more obscuring circum- 
stances than can be recognized or elimi- 
nated, it is only reasonable to attempt to 
have the control, untreated group exposed 
as similarly as possible to the same circum- 
stances as the treated group(35). 

It is not reasonable to claim, as has been 
done, that placebos are silly because side- 
effects can be recognized. This certainly 
is not always true. There are placebo 
responses and these could be taken to be 
the effects of the true drug. The effects, 
main or side, from the drug itself are 
usually not found in all patients and some 
have no reaction at all. There is the ad- 
ditional problem of placebo-reactors but 
these could be eventually identified and 
analyzed separately. 

During continued use and higher dos- 
ages, drug-effects may become pronounced 
enough for recognition of the drug-treated 
patients. Yet, the controlled study under 
these circumstances is still more valid in 
its results than the judgments from clinical 
trials in which all subjects are given the 
drug to be tested. Knowledge about drug- 
effects is not spread equally among the 
persons concerned, especially in initial 
trials of a new drug. Doctors, through al- 
ready published material and their pre- 
possession with clinical or research ex- 
periences, may know of cues that dis- 
tinguish the drug under study, Least in 
knowledge about such cues would be the 
subjects themselves, if we may exclude from 
this discussion the sophisticated drug- 
addict. Therefore, even a double-blind 
study may not eliminate the bias of staff 
knowledge about drugs, but it still may 
eliminate the bias of the subjects’ knowing 
whether they are receiving drug or place- 
bo. Perhaps no better argument can be 
made than that expressed after a 73 day 
double-blind study of reserpine( 28) : 


. at the conclusion of the experiment, no 
one was able to assess better than by chance 
who was given the drug. . . . The importance 
of the double-blind structure was additionally 
illustrated by what happened to the ratings 
of patients once their identity became known. 
Thirty days after the end of the study proper, 
patient identity having been divulged to the 
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raters, 100% of the experimental group was 
rated as significantly improved on one of the 
scales. 


If drug-induced behavior affects the non- 
treated through social contagion or through 
changing the environment, the differences 
between treated and non-treated pat.ents 
will consequently be diminished. This could 
veil an appreciable effect of a drug. Some 
of the problems of setting can be elimi- 
nated by having experimental and control 
subjects scattered over many wards so as 
to diminish the potential influences of 
witnessing or communicating about drug- 
effects, or of benefiting socially from im- 
provements in other patients. 

Sometimes the attempts to regulate in- 
terfering variables have further compli- 
cated the possibility of evaluating the drug. 
For instance, with the tranquilizing drugs, 
there are many reports of the clinician 
making day-to-day judgments during the 
study about toxic effects and/or patient 
improvement and thereby varying the day- 
to-day dosages. Yet, if the purpose of the 
study is to evaluate the tranquilizer, this 
varying of dosages for each patient means 
incorporating into the process of study 
criteria of side-effects and/or main effect 
that are to be used eventually to gauge 
the drug. Thus, the study comes not only 
to be an evaluation of the drug’s effective- 
ness but also an evaluation of the clinician’s 
judgments during the study. It is further- 
more complicated by each patient having 
a different series of treatment. 


SUMMARY 


Research on the effect of drugs, par- 
ticularly those affecting mood, mentation, 
and activity, is complicated by a number 
of obscuring factors. Many of these com- 
plications seem inevitable in terms of the 
nature of the drugs or the available sub- 
jects. Until some of these complicating 
factors can be documented as inconse- 
quential, investigators must try to ran- 
domize their potential effects or to take 
explicit account of them in the research 


design. 
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DIFFICULTIES OF COMPARATIVE PSYCHIATRY : 
THE FIJI ISLANDS * 


ERIC BERNE, M.D.’ 


This discussion is intended to illustrate 
the serious difficulties which arise, even 
under favorable conditions, in making 
studies in the field of comparative psy- 
chiatry (sometimes called social, ethnic, or 
cultural psychiatry). Because such studies 
are becoming increasingly influential not 
only in psychiatry, but also in psychologi- 
cal, sociological, and economic circles, it 
is desirable for comparative psychiatrists 
to be especially rigorous in considering 
their findings, and to avoid making unwar- 
ranted or gratuitous interpretations.’ 

The Fiji Islands are a_ particularly 
favorable area for the study of comparative 
psychiatric epidemiology because of the 
completeness and reliability of the archives 
aad because psychiatric censuses of the 
whole population were taken in 1911, 1921, 
1936, and 1946. They offer the additional 
demographic advantage that the present 
population of 333,000 (1954) is almost 
equally divided between two inbred groups 
of different racial and cultural backgrounds. 
This population consists of 42.9% Fijians 
and 48.1% East Indians, the other 9.0% being 
made up of Europeans, part-Europeans, 
Chinese, and other Pacific races(1). 

An epidemiological ideal would postu- 
late the determination of the “true pre- 
valence” of a given condition. This would 
require (a) definitive diagnostic criteria, 
(b) the testing of every individual in the 
population, (c) by competent technicians, 
(d) at the same instant. In the Fiji Islands 
this has been approximated in the filariasis 
survey by the clinical and hematological 
examination of almost 50% of the Fijian 
population of 143,100 (1954) over a 10 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2P.0. Box 2111, Carmel, Calif. 

8 Thanks are due to Dr. H. W. Conran, to Dr. 
Lindsay Verrier, demographer in the Medical De- 
partment of the Colony of Fiji, and to Miss Dorothy 
Crozier, Government Archivist for the Colony, for 
their time, effort, and guidance, as well as to other 
members of the Medical Department who assisted me 
in various ways. 
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year period. In this case requirements (a) 
and (c) have been categorically met while 
(b) and (d) require statistical correction. 

In the case of psychiatric illnesses, how- 
ever, difficulties arise in all 4 respects. 
There are no pathognomonic criteria, and 
the classical position that they can be de- 
fined relative to the local culture is open 
to question(2). Even in highly sophisti- 
cated communities, medico-legal opinions 
show that radical differences of viewpoint 
may occur. The second requirement of com- 
prehensiveness has been met in several 
places in the South Pacific, officially in Fiji 
by the census-taker and unofficially else- 
where. The third requirement of obtaining 
enough qualified diagnosticians is almost 
insurmountable in dealing with any size- 
able population, even one as small as the 
8,700 Hutterites studied by Eaton and 
Weil(3). So far there is no report in the 
psychiatric literature in which requirement 
(d), simultaneity, has been met. 

The deficiences of informal screening are 
demonstrated in two neighboring islands 
in the South Pacific, each with an equally 
well-qualified, British-trained medical of- 
ficer, who in effect took periodic “complete 
medical censuses” of their populations 
through their staffs of visiting nurses and 
through personal tours. One M. O. stated 
that except for a few senile dements his 
island was free of gross psychopathology, 
while the other said that he was sure that 
on his island there were many psychotics 
in the villages whose condition was con- 
cealed from the authorities. The first M. O. 
had been sent out froni England, the sec- 
ond was a native-born white with an inti- 
mate acquaintance of his fellow-citizens. 


PREVALENCE 


With these qualifications in mind, the 
census figures for the Fiji Islands may be 
considered. In the 1946 census, the ques- 
tion relating to psychiatric problems was 
similar to that asked in previous years, and 
read as follows : 
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State the name of any person in this dwell- 
ing or establishment who is (a) Totally blind, 
(b) Nearly blind, (c) Dumb, (d) Lunatic, 
imbecile, or feeble-minded. 


This question was printed on the census 
form in English, Hindustani, and Fijian. 
The following is a summary of the available 
figures for the censuses of 1911, 1921, 1936, 
and 1946, There is a breakdown for 1911, 
but none for the later years. The first 3 
columns give the actual figures, the last 
3 the rate per thousand. 


1911(4) 
Percentage 
Total Indians Fijians Total Indian Fijian 
Lunatic 27 11 8 0.2 0.3 
Imb. & 
Feeble 216 1 131 » By 1.7 
Total 243 82 139 t.7 2.0 
1921(5) 
Total 162 103 39 
1936(6) 
Total 176 


Total 298 


In epidemiological terminology, these 
figures constitute prevalence ratios, which 
measure the proportion of the population 
which exhibits a phenomenon at a particu- 
lar time(8). Since every individual in the 
population was “tested” almost simultane- 
ously, they approach the ideal in regard 
to criteria (b) and (d), comprehensiveness 
and simultaneity. But there are serious con- 
joint defects in regard to criteria (a) and 
(c), diagnosis and competence. The cri- 
teria are not stated and the “technicians” 
were lay census-takers and the families of 
the afflicted. The distinction among Eng- 
lish speakers between “lunatic” and “im- 
becile” must take on a retroactively in- 
creasing vagueness in the various census 
years, and the exact connotations in each 
village of the Fijian equivalents (“lialia” 
and “yalolevu”) can never be known. 
Nevertheless, with all their defects, the 
Fijian census figures are probably the best 
available for any non-Caucasian indigenous 
population. 

Disregarding the distinction between 
“lunatics,” “imbeciles,’ and the “feeble- 
minded,” since accurate diagnosis is too 
much to expect from village people, the 
sense of the figures is that the prevalence 
of psychiatric disorders in the Fiji Islands 


fairly constant for the next 25 years. 

These tendencies are significant because 
they run counter to popular beliefs about 
the etiology of psychiatric disorders. If 
this array is accepted at face value, such 
disorders were more prevalent in the horse- 
and-buggy, pre-industrial, pre-tourist, pre- 
World War I days than they have been in 
the later era of automobiles, industry, 
“cultural contamination,” World Wars, and 
changes in the eccnomic system. The con- 
stancy of the prevalence ratio in the last 
4 censuses is just as impressive in this 
respect as the initial fall, and may also in- 
dicate a certain reliability in the figures. 
There is no indication that in this “island 
paradise” “things were better in the old 
days,” when it was actually, from an Ameri- 
can and European point of view, more of a 
paradise in many ways. 

Comparing the two major segments of 
the population, there is relatively little 
variation in the figures for East Indians, 
with a greater fall in the prevalance ratio 
among Fijians. Yet it was the Fijians who 
experienced the greater cultural, social, 
and economic changes as the decades went 
by(9), all in the direction usually con- 
sidered by sociologists and anthropologists, 
as well as by the laity, as “harmful.” The 
most obvious change was in the direction 
of relinquishing instinctual freedom, be- 
cause cannibalism, widow murder, and cer- 
tain sexual customs were forbidden(10). 
Up to the time of the cession of the Islands 
to Great Britain in 1874, the indigenes 
were said to be literally eating each other 
up, so that in 1946 cannibalism was still 
a family matter, in the sense that a per- 
centage of the very old had either partaken 
of it, or personally observed it, or had had 
relatives eaten; and among the younger 
groups, a proportion had had parents or 
grandparents with a similar personal ex- 
perience of cannibalism. A parallel may be 
drawn with the institution of slavery in 
the United States, whose relics still in- 
fluence social behavior and seem to offer a 
screen for psychopathological acting out 
in some Cases. 

The census figures indicate that counter 
to current expectations, the so-called “stress 
of modern life” and all that it implies has 


Gm, fell between 1911 and 1921, and remained 
1946(7) 
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had either no effect on the total prevalence 
of psychiatric disorders in the Fiji Islands, 
or an effect opposite to the anticipated one. 


INCIDENCE 


The incidence rate is defined by epi- 
demiologists(8) as the number of events 
in the population at risk during a specified 
time, compared to the mean population at 
risk during that time. A “true incidence” 
rate would require (a) that every possible 
case be accurately diagnosed, and (b) that 
the time of onset of each case be accurate- 
ly determined. In the case of psychiatric 
disorders, it is unlikely that these criteria 
will ever be met except in regard to certain 
toxic conditions. In general, the difficulties 
of diagnosis are complicated not only by 
such factors as the psychosomatic and socio- 
pathic problems, but by the problem of the 
“cut-off point,” when to call something an 
idiosyncrasy, and when to call it a disorder. 
As for the “time of onset,” in most cases 
this can only be stated in a superficial 
sense which few clinicians would accept ; 
this is an impractical requirement for any 


population beyond the number undergoing 


intensive psychotherapeutic study and 
those suffering from toxic psychoses. 

The only practical compromise is to as- 
certain how many cases are brought to the 
attention of competent diagnostic authori- 
ties during a specified period. In practise, 
this means totaling first admissions to hos- 
pitals and clinics, and also, if sociopaths 
are included, first offence convictions for 
significant crimes. 

Unfortunately this system gives an ap- 
proximation so rough as to be almost with- 
out value for epidemiological purposes, 
since it appears that first admissions to 
clinics and hospitals in a given locality 
do not indicate either prevalence or inci- 
dence, but rather the quality and quantity 
of the facilities available and the local at- 
titude toward psychiatric treatment. The 
tendency is to fill good facilities as rapidly 
as they are provided and public opinion 
permits(2). The only instances known to 
the writer where public facilities regularly 
have vacancies is where those facilities are 
markedly below standard, as in Haiti, or 
formerly, in French West Africa. In ap- 
plying the formula fcr incidence rates to 


hospital figures, it would be more satis- 
factory to take the “event” observed at 
face value. This event is the admission of 
a patient to a hospital, and the usual “inci- 
dence rates,” accurately interpreted, reflect 
only the tendency of mentally ill people 
to arrive at a hospital and not the preval- 
ence or incidence of mental illness. In the 
Fiji Islands, because of the small numbers 
involved (ranging from 15 in 1911 to 61 
in 1954), the admission roster of the Gov- 
ernment Mental Hospital, taken by itself, 
is of little value. 


RACIAL DIFFERENCES 


A more vigorous approach, open to 
methodological criticism but useful in prac- 
tice in view of the difficulties encountered 
with other approaches, is an attempt to 
answer the question : “What proportion of 
each of the two predominant races ex- 
hibited gross psychopathology during a 
given year ?” These ratios will be denoted 
by the symbol PSYR. 

The crudest index of PSYR is the mental 
hospital population, which may be denoted. 
MHP. This consisted of 43 Fijians and 125 
Indians during 1954(11), yielding rates 
(MHPR) of 0.30 and 0.78 per 1,000, re- 
spectively ; a ratio of 1: 2.6. It is well- 
known, however, that Fijians are reluctant 
to seek hospital care(12). This can be 
illustrated quantitatively as follows. In 1954, 
the crude death rate for Fijians was 11.00 
and for Indians 8.60(11). During the same 
year about 3,900 Fijians and 6,300 Indians 
were admitted to general hospitals, giving 
general hospital admission rates (GHAR) 
of 27.2/1,000 and 39.2/1,000 respectively. 
Taking the crude death rate as an index of 
actual need for hospitalization (NHI), then 
the Indian NHI was only 0.78 of the 
Fijian NHI (8.6/11). But the Indian GHAR 
was 1.44 times the Fijian GHAR (39.2/ 
27.2). This indicates that Indians are more 
apt than Fijians to seek hospitalization 
when needed. The index of this tendency 
to seek hospitalization when needed (TS- 
HI) is given by GHAR/NHI, in this case 
1.44/0.78 ; meaning that the Indian TSHI 
is 1.85 times that of the Fijian TSHI (39.2/ 
8.6 : 27.2/11.0). 

Applying this TSHI ratio to the mental 
hospital population, the corrected MHPR 
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for Fijians is 0.56/1,000 (0.30 x 1.85), 
equivalent to adding 37 more Fijian pa- 
tients; and the PSYR Fijians: Indians is 
only 1.39 (0.78/0.56) instead of 2.6. 

If it is permissible to consider gross 
sociopathy in computing a more accurate 
PSYR, then certain criminal offences should 
be taken into account. In 1954 there were 
sentenced to imprisonment or whipping, 
48 Fijians and 13 Indians for sex crimes, 
and 47 Fijians and 35 Indians for crimes 
against persons, ranging from manslaughter 
to simple assault(13). If these figures are 
added to the corrected figures for hos- 
pitalizable mental illnesses, totals are 175 
for Fijians ((43+37) +48+47) and 173 
for Indians (125+13+35), yielding prac- 
tically equal PSYR of 1.2 and 1.1 per 1,000, 
respectively. 

There is one more set of figures avail- 
able. Admissions for psychiatric conditions 
(Internat. List of Causes of Death, 1929, 
A67 & A68) to general hospitals throughout 
the Islands(11) comprised 20 Fijians and 
49 Indians. Adding these to the’ previous 
grand totals yields PSYR of 1.4 in each 
case. Correcting the last two figures for 
various possible discrepancies does not alter 
the situation. Therefore the best available 
estimate for the PSYR indicates equality 
in the exhibition of gross psychopathology 
by the two races during 1954. 

This tour de force is intended to demon- 
strate that as more and more figures of 
likely significance are considered, and in- 
dicated corrections are made, the less 
probable it appears that there are racial 
differences in the frequency of occurrence 
of major psychopathology in this large 
population. This indicates that whatever 
their differences in cultural and social dy- 
namics, and in their exposure to the 
“stresses of modern life,” the two races are 
equally subject to such disturbances. In 
my opinion, based on the experiences of 
other colonial populations, if increased and 
improved treatment facilities were pro- 
vided for the Fiji Islands, and time allowed 
for the education of the public, the mental 
hospital population would approach the 
maximum ratio represented by the United 
States. This development has already been 
approximated in the much more primitive 
district of French Guiana, is under way in 


Trinidad(2), and is anticipated in planning 
for the Philippines(14). 


DISCUSSION 


The assumption that there were indig- 
enous populations who existed somewhere 
in recent times, free of “modern stress” 
and “social disorganization,” and conse- 
quently with little or no mental illness, 
requires more careful study. The history of 
most islands or enclaves which supposedly 
once met these criteria is really one of re- 
peated waves of invasion and warfare, with 
recurring impositions of new stresses, im- 
portant cultural changes, and new social 
organizations. If comparative psychiatry is 
to be a scientific discipline, then certain 
criteria will have to be approximated, cer- 
tain difficulties faced, and more rigorous 
criticism of data and their interpretation 
exercised. If reasonably reliable figures con- 
cerning the grossest kind of psychopatholo- 
gy are subject to the kind of review which 
has just been demonstrated, this must 
apply a fortiori to studies of more subtle 
variables. 

1. Prevalance and incidence should be 
more clearly distinguished(3), and both 
should be distinguished from MHPR(15). 
By analogy, the number of conceptions in 
a population cannot be determined by us- 
ing an uncorrected birth-rate; and the 
number of babies born in hospitals at 
various epochs does not indicate either the 
prevalence of pregnancy or the incidence 
of conception. 

2. Epidemiological data in psychiatry 
should be gathered, sorted, and interpreted 
by clinical specialists rather than by work- 
ers from other fields of medicine or the 
social sciences. The actual processing of 
data, however, is usually more effectively 
carried out by social scientists than by 
clinicians. 

3. Generalizations should be based on 
adequate data. The fact, for example, that 
there is a heavy incidence of toxic psy- 
choses in French West Africa, Southeast 
Asia, the Caribbean, and French Guiana 
(2) is a temptation to generalize this ob- 
servation to include all tropical areas. But 
in the Fiji Islands, toxic psychoses are less 
prominent. Thus if a phenomenon is 
claimed to be general, it must be based on 
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observations which are literally world-wide. 

4. The present crisis is a bias toward 
the “cultural” viewpoint at the expense of 
genetic and other aspects. This has some 
of the aspects of a romantic movement 
rather than of an adequately documented 
theoretical shift. The “cultural” literature 
often contains methodological flaws, lead- 
ing to the dissemination of inadequately 
supported or unwarranted conclusions, 
with little or no mention of dissident 
opinions. Many of the phenomena nowa- 
days popularly attributed to cultural in- 
fluences might equally well be attributed 
to genetic, constitutional, somatotypic, 
traumatic, or other factors, and these pos- 
sibilities must be more rigorously excluded 
if the cultural school is to be taken serious- 
ly. 

5. In any case, the cultural approach 
should be re-examined because personal 
contact with people in different parts of 
the world hardly supports it. The differ- 
ences between individuals in any culture 
seem to be greater than the differences 
between “cultures.” Clinically, cultural dif- 
ferences can be effectively treated as mere 
dialects or accents of a common language : 
the Italian schizophrenic speaks schizo- 
phrenic with an Italian accent, and the 
Siamese manic speaks manic with a Siamese 
accent. The chronic female closed ward 
can be located from earshot on any con- 
tinent. The interchangeability of clinicians 
is the most compelling single fact in com- 
parative psychiatry: the migratory psy- 
choanalyst, the transferred French colonial 
Medical Officer, the psychotherapeutic 
approach which is as effective in the Fiji 
Islands as it is in Trinidad. 


SUMMARY 


1. The complete psychiatric census of 
the Fiji Islands which has been - taken 
periodically since 1911 meets some of the 
requirements for determination of the “true 
prevalence” of psychiatric disorders. It ap- 
pears that such disorders were more fre- 
quent in the pre-industrial, pre-war era 
than in the later era of so-called “modern 
stress.” The Fijian segment of the popula- 
tion experienced more change of social 
structure than the Indian segment, while 
the prevalance of psychiatric disorders ap- 


parently decreased among the former. Both 
these tendencies run counter to current 
popular beliefs. 

2. Hospital admission rates are of little 
value in determining the incidence of psy- 
chiatric disorders, since they represent the 
tendency to seek hospitalization, rather 
than the need for hospitalization. This dif- 
ficulty can be approached by the use of 
other appropriate information to devise a 
correction factor. 

3. An apparent cultural or racial differ- 
ence in the quantitative exhibition of psy- 
chopathology, by Fijians and Indians re- 
spectively, becomes less and less as more 
information is considered, until it can be 
shown with some likelihood that the actual 
rates are equal. It is not improbable that 
the actual rates are approximately equal 
all over the world. 

4, Certain requirements for a scientific 
approach to comparative psychiatry are 
outlined, principally the use of more rigor- 
ous epidemiological methods, and the 
attenuation of the current bias toward 
“cultural” etiology with its obfuscation of 
other important possibilities. 


ADDENDUM 


Since this was written, the writer has 
made another visit to the Fiji Islands to 
check his findings. The two most experi- 
enced authorities in the matter, Dr. Lindsay 
Verrier, Demographer of the Medical De- 
partment at Suva, who has a genealogical 
and medical file on every Fijian in the 
Islands, and Mr. C. C. Sachs, Chief At- 
tendant at the Government Mental Hos- 
pital in Suva, who was born in Fiji and 
knows the Islands intimately, both agree 
that the implications of the figures given 
here are correct ; in particular, that mental- 
ly disturbed Fijians are less likely to be 
hospitalized than mentally disturbed In- 
dians, and that the present statistical find- 
ings need not be regarded as a tour de force, 
but probably fairly represent the actual 
situation. 
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SEVEN YEARS OF AWAKENING ' 
1906-13 


EARL D. BOND, M.D.? 


Two reasons impel me to write about the 
years 1906 to 1913 in American psychiatry. 

The first is that the great beginnings 
which came in these years, while mentioned 
separately in every historical account, have 
not been brought together. Anyone at all 
interested in psychiatric history knows 
about the decade of the eighteen-forties 
and its advances in hospital building, treat- 
ment and spirit; the founding of the 
American Psychiatric Association and its 
Journal; the amazing achievements of 
Dorothea Dix. Then the headway made in 
this fabulous decade, marred by a natural 
impulse to claim too much (an impulse 
which still raises its well-meaning and 
over-optimistic head ) was followed by over 
50 years of doldrums: a time when in- 
ventive medical minds turned toward the 
wonderful histological and pathological ad- 
vances in medicine and surgery. What is 
not emphasized is that this static half- 
century was ended, and another advancing 
half-century begun, by several new events 
and many adventurous men crowded into 
7 remarkable years. 

The second reason is that I bridge the 
gap from 1908 to 1958 and I saw the 
changes at first hand as an innocent by- 
stander. In 1908 I was in charge of a men’s 
psychiatric service and a men’s training 
school of nurses at McLean Hospital near 
Boston, part of the Massachusetts General 
Hospital. My qualifications—as judged by 
1958 standards—none. I knew personally, 
or came to know, most of the men who 
began one new thing after another and I 
was affected by all of the events as I saw 
conditions before and after. I hope that 
my recollections of the persons involved 
may make them seem less remote. 

The long standing doldrums, then, were 
broken through by winds from nine di- 
rections. There was, of course, some over- 


Read at the 115th annual meeting of The 
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lapping of forces. There was also an 
historical preparation in scholarly articles 
by Clarence B. Farrar beginning in January, 
1908 in the American Journal of Insanity.* 
Dr. Farrar’s title was “Some Origins in 
Psychiatry’—his nomenclature already in 
advance in that of the Journal of which 
he was to be Editor-in-Chief. 

1. In 1906 a first psychiatric hospital for 
teaching and research purposes was opened 
at the University of Michigan, with Dr. 
Albert Barrett as Director and teacher of 
psychiatry to the Medical School. Well 
educated in neuropathology at the Uni- 
versities of Harvard and Heidelberg, Bar- 
rett had been pathologist to the Danvers 
(Mass.) State Hospital. When he left, first 
Ernest Southard, then Herman Adler took 
his place at Danvers. 

When the second teaching hospital, The 
Boston Psychopathic, was ready in 1912 
both Southard and Adler were assigned to 
run it. Southard saw to it that the job as 
Pathologist at Danvers came to me and this 
position tied Barrett, Southard, Adler and 
myself in close friendship and professional 
interests. 

A curious incident cemented the tie be- 
tween Southard and myself at the dedica- 
tion of the third teaching hospital, The 
Phipps Institute at Johns Hopkins, under 
Adolph Meyer. Southard was in the audi- 
ence on that occasion in 1913, feeling very 
much hurt because Dr. Meyer had not seen 
fit to include Massachusetts psychiatry in 
his program. However, when Dr. Harvey 
Cushing, the principal speaker, announced 
unexpectedly that he had not known what 
to talk about until Dr. Bond from the 
Danvers State Hospital, had shown him in- 
teresting cases of pituitary disorders, South- 
ard sat in chuckling, boyish glee. And so 
the Danvers State Hospital in important 
and unimportant ways entered into the 
beginnings of all 3 pace-setting hospitals. 

2. It is appropriate here to mention the 
lectures and the articles in which Adolf 


3 Vol. 64: p. 523. 
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Meyer set forth in 1906 through 1910 his 
great new “Conceptions of Dementia Pre- 
cox” which broke down static ideas and 
considered psychosis as reaction * to all that 
had happened in a patient's earlier life. He 
and his formulations (Psychobiology) are 
a part of American psychiatry. 

When Meyer was President and I was 
Secretary of this Association we shared a 
suite of rooms and the chambermaid said 
that we were the cleanest men she had 
ever known. We neither smoked or 
chewed tobacco and we did not drink. I 
basked in the reputation until at a later 
annual meeting younger and rowdier 
friends of mine left my room in a mess and 
I departed with no compliments from any- 
one. 

Working in these years in close touch 
with Meyer until his untimely death was 
August Hoch, whom I followed at McLean 
Hospital and who inspired my first 4 years 
of psychiatry. It was Hoch who focussed 
interest on Personality and Psychosis and 
brought into use the term Shut-In Per- 
sonality. 

3. In 1908 the classifications of Kraepelin 
were making themselves felt through con- 
densations of his books in the United States 
and England. Here was order, scientific 
thinking, facts that could be demonstrated : 
here were pictures of the psychoses from 
the outside. Kraepelin’s classification had 
been used in the Worcester State Hospital 
as early as 1896 but it took many years to 
infiltrate the minds of most psychiatrists. 
In 1907 and 1908 articles in the Journal 
still spoke of the new ideas and the new 
classification of Kraepelin. As late as 1916 
Dr. Strecker, Dr. Orton and I received a 
letter from Kraepelin authorizing us to 
make a translation of his 3-volume psychi- 
atry: we had finished the first volume 
when war stopped us. 

4. In 1909 came the first real impact of 
Freud on the United States, his only visit 
to America. I was in Boston, in charge of 
a psychiatric service near Worcester and 
I could have seen and heard Freud if | 
had wanted to but I never made an effort. 
Here was a man from Vienna with strange 

4 Fundament Conception of D. P., British M. J., 2 : 


1906 ; Nature and Conception of D. P., J. Abn. 
Psychol., 5: 1909-1910. 


ideas—“a Prof Freund,” the newspaper said. 
Then his ideas were about neuroses, which 
were rare conditions found in the offices 
and outpatient clinics of the neurologists 
and especially in Vienna and Paris. Neu- 
roses were Un-American. But I was lucky 
in the aftermath of this visit to know Dr. 
James J. Putnam as teacher, therapist and 
quietly great human being. That Dr. Put- 
nam, deeply religious, secure in academic 
and social position, professor of neurology 
at Harvard, 63 years of age, simply ac- 
cepted many novel ideas of an insecure 
Mid-European, who behaved very neu- 
rotically, just because they were to him 
essentially true, is a landmark in psychi- 
atry. The secure, undisturbed friendship 
between the two contrasting men was to 
Freud a life long joy. But it was years be- 
fore analytic interest reached the psychoses 
and in the interval there were interminable 
debates in the Boston Society for Neurology 
and Psychiatry—as I look back on them they 
seem to have focussed on some person's 
totally erroneous notion of what psycho- 
analysis was : they never touched the real 
issues. 

Later the fact that Dr. A. A. Brill, the 
translator, and Drs. White and Jelliffe, the 
explainers of Freud's position, were all well 
acquainted with the psychoses and per- 
sonally known to me made it easier to read 
their books and gain an inkling of what 
Freud was really talking about. White's 
Outlines of Psychiatry and White and Jel- 
liffe’s remarkable Nervous and Mental 
Disease Monographs both came out in 1907 
and gradually brought analytic terms into 
general use. And in 1913 Jelliffe brought 
out the first periodical in English devoted 
to the new ideas, The Psycho-Analytic Re- 
view. 

5. In 1909 also came the first Child 
Guidance Clinic, established by William 
Healy in Chicago under the awkward name 
of Juvenile Psychopathic Institute: and 
Healy’s classic The Individual Delinquent 
(1914). My personal ties with Healy were 
fixed by a week’s walk with him and Walter 
Cannon before any of us had an M.D. We 
were accompanied by the essayist Samuel 
McCord Crothers and I like to think that 
all four of us developed an interest in the 
affairs of the mind. Mr. Crothers put psy- 
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chiatric thinking into delightful words in 
his essays—particularly his Pardoner’s Wal- 
let. Here is a sample. In the minds of all 
of us there is a “Forbidden City inhabitated 
by a lawless crowd known as the Preju- 
dices. Some are—dangerous fellows to meet 
in the dark.” Others are “harmless folk, 
against whom the worst to be said is they 
have a knack of living without any visible 
means of support.” William Healy, now 90, 
sent me a letter from Florida under date 
of March 11, 1958 in which he remembers 
—as too many others forget—the influence 
of the “ladies of Hull House” and the gifts 
of Mrs. W. F. Dummer that originated and 
put into action the “idea of studying the 
problems of children before doing anything 
about them.” At present Healy himself is 
studying nuclear physics and keeping up 
with general world affairs. 

6. In 1908 Clifford Beers and in 1912 
Dr. Thomas Salmon began to focus the 
interest of public spirited citizens first on 
psychiatric hospitals and then on psychiatry 
in general. Beers wrote the classic, “A Mind 
that Found Itself,” an excited but funda- 
mentally true account of his mistreatment 
as a patient in private and state hospitals. 
Beers, aided by Dr. Adolf Meyer, encour- 
aged by the great response to his book, 
went on to found Connecticut Mental Hy- 
giene Society in 1908. In 1912 the formation 
of a National Committee for Mental Hy- 
giene was made possible by Dr. Salmon’s 
coming as Medical Director. The two men 
were a team: Salmon gave a sure profes- 
sional leadership which balanced Beers’ 
up-and-down enthusiasm. While I knew 
Beers, I was a close friend of Dr. Salmon’s 
and helped to put the story of his life into 
book form. Undoubtedly for years he and 
Adolf Meyer were the leaders of American 
psychiatry—Salmon as a doer, Meyer as a 
thinker. And yet Salmon—and this says a 
lot about the disorganization of the psy- 
chiatric field in his time—had no prepara- 
tion for psychiatry except his character. He 
had had 3 years of medical school, no 
college, no internship, no residency—he 
“just grew” after being assigned to study 
an epidemic in a State Mental Hospital— 
grew to become President of this Associa- 
tion and first professor of psychiatry at 
Columbia University. 


The Mental Health Associations of 1959 
are in direct line of succession to the 
1908-12 events. Somewhat condescendingly 
someone wrote of Beers: “In elation he 
conceived a grandoise plan to form a 
world-wide movement.” In other words 
Beers foresaw the present World Federation 
for Mental Health. 

7. From 1909 to 1913 some discoveries 
about the bodily organs began to have 
effect on psychiatry. Cannon at the earlier 
date began to show to any doubting person 
the effects of emotion on the stomach, on 
adrenalin, on the body in general. He made 
it easier for the general practitioner and 
internist to accept some psychiatric ideas. 
Cannon was my closest friend as he went 
through Medical School and later he be- 
came co-grandfather of 4 of my grand- 
children. 

At the later date Moore and Noguchi 
discovered and confirmed the spirochete in 
human brains. I have had the experience 
of diagnosing (pretty well) and treating 
(pretty poorly) many paretics before this 
discovery. I quote from a textbook of 1907, 
“General paralysis is pre-eminently the 
disease of the brain-worker.” 

It seems to me that in line with these 
two findings have been the shock treat- 
ments and the double set of drug therapies 
—the penicillin—sulfa attacks on infection 
and the “tranquilizers.” Psychiatrists and 
their patients have bodies. 

8. I have pondered over the influence 
of a close friend, Ernest Southard, because 
of his uniqueness. When he took charge of 
the Boston Psychopathic Hospital in 1912 
he was to my mind neither an adminis- 
trator nor a psychiatrist. But he was a 
genius, a philosopher, a neuropathologist, 
a social worker (“Kingdom of Evils”), chess 
champion, philologist (a polymath which 
I had to look up in the dictionary), an 
intellectual playboy. Personally lovable, 
original, kindly, sensitive, the physicians 
who worked with him and under him felt 
a stimulation, a love and a respect which 
lasted all their lives. That Karl Menninger 
named his children’s unit after Southard 
is typical. Southard brought other dis- 
ciplines into psychiatry—he himself was al- 
ways on the edges. If a member of my 
family had had a mental illness I should 
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have sent him or her to Dr. Barrett, Dr. 
Brill, Dr. Healy, Dr. Meyer or Dr. Salmon, 
I should not have chosen Ernest Southard ; 
the field over which his intellect and his 
fancies roamed was too wide. 

Dr. Henry Bunker, in his chapter in 
American Psychiatry, 1844-1944, quotes 
Southard on the subject of Dr. Meyer. “I 
shall designate him as a ferment, a catalyz- 
er. I don’t know that we could abide two of 
him. But—we must be glad there was one 
of him.” 

In this statement about Meyer, Southard 
described himself exactly. Two of Southard 
would have been too much for anybody. 
His mind forever active, his head often 
aching (“too many thoughts crammed into 
one cranium”), physically he was one of 
the most inert men who ever lived. 

Curiously, both Southard and Meyer 
proposed new classifications and new no- 
menclatures which did not displace con- 
ventional and older schemes but which 
aroused discussions and made people think. 

And it was Southard and Meyer who in 
the 7 years we are describing laid the 
foundations for psychiatric social service. 

9. And when I mention a little book by 
an Englishman that appeared in 1912 I 
recall playing tennis with him on a beauti- 
ful sunny day in his garden in Surrey. 
Bernard Hart showed in the title, The Psy- 
chology of Insanity, he was bridging a gap 
between old and new ideas. Hart made it 
easier for the psychiatrists who had always 
used a 19th century terminology to grasp 
the new ideas and words that the 20th 
century brought in. He tactfully introduced 
Freud’s ideas in old words—he mixed asy- 
lum, complex, repression, lunatic ; “the de- 


lusions of the lunatic resemble many of 
the beliefs that are held by the sane in the 
fact that in both cases the mental processes 
have a non-rational origin.” A little book, 
but in over 20 editions a powerful one. 

In summary, psychiatry from 1906 to 
1913 was advanced by insiders (that is 
physicians who were practicing in “hospi- 
tals for the insane”) and by outsiders (a 
bacteriologist, a physiologist, a patient who 
was a layman, a poorly prepared physician, 
a neuropathologist). This suggests that in 
the future psychiatrists should be ready to 
learn from all sorts and conditions of men. 

All the important facts which I have 
recorded can be found in other places 
(American Journal of Psychiatry, Centen- 
nial Anniversary Issue, 1844-1944) but they 
are distributed in different chapters which 
do not call attention to their grouping—the 
remarkable septenate 1906-13 does not 
stand out. But in those 7 years teaching hos- 
pitals, orderly classification of mental ill- 
ness, psychoanalysis, psychotherapy of a 
new sort, social service, lay mental hygiene 
societies and physiology and pathology be- 
gan to pour their different streams into the 
main current of psychiatry. 

A long view of American psychiatric 
history shows Colonial and early National 
sporadic hospitalization, then a long gap 
to the vivid decade of 1840-9, another long 
gap to a discovery of new sources of power 
in the 7 years 1906-13 and finally a half- 
century of the development of those 
sources to 1958. It is encouraging that 
after the grouping of new ideas early in 
this century there have been no doldrums 
but continuous and progressive motion— 
the impetus has not been lost. 
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RHYTHMS, CYCLES AND PERIODS IN HEALTH AND DISEASE ' 


FRANKLIN S. DUBOIS, M.D.’ 


An earlier publication(1) presented a 
study of time from the psychological view- 
point and on the basis of the evidence 
offered, the suggestion was made that the 
sense of time plays a significant role in 
the motivation of human behavior. In 
carrying out this study it became apparent 
that not only the sense of time, but also 
a variety of recurrent phenomena related 
to time influence man in his adjustment. 
This paper is a review of current thinking 
in regard to certain of these rhythmic, 
cyclic and periodic activities and the role 
they play in health and disease. 

The English words rhythm, cycle and 
period stem from Greek roots that mean 
“measured motion,” “a circle” and “a go- 
ing round” respectively(2). These closely 
related etymological origins support Web- 
ster’s statements that all three are types of 
repeated occurrences organized in connec- 
tion with time. According to Bills(3) “This 
organization is achieved by recurrence of 
one or more elements in such a way as to 
establish a perceptible periodicity.” Such 
a “recurrence of one or more elements” 
is manifest everywhere in nature: the 
observed movements within the solar sys- 
tem, the ebb and flow of tides, the occur- 
rence of day and night, the change of sea- 
- sons, and the unseen rhythms of light, 
sound and electronics. Man is not excepted 
from such influences for there are recur- 
rent phenomena within the human organ- 
ism. Many of the physiological and psy- 
chological functions of man are modified 
by a “perceptible periodicity” of the bio- 
logicai processes. 


PERIODICITY OF BIOLOGIC PROCESSES IN MAN 


How biologic rhythms, cycles and peri- 
ods originate and continue in man is not 
known but there is no doubt that they 
exist(4). Regular, repetitive variations of 
rest and activity are always present(5). 


1 Presented at a meeting of the Vidonian Club, New 
York City, Jan. 26, 1958. 

2 Associate Medical Director of the Silver Hill 
Foundation for the Treatment of the Psychoneuroses, 
New Canaan, Conn. 
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Body temperature usually reaches its high- 
est point during the wakeful period of each 
24 hours and its lowest during sleep(5). 
In addition, there are variations in indi- 
vidual diurnal temperature curves(6). Fur- 
thermore, Kleitman(5) has demonstrated 
that “morning types” of persons (those 
whose cerebration and performance are 
best shortly after arising in the morning) 
have higher body temperatures in the 
morning than at night while, conversely, 
“evening types” (those who feel and think 
best at the end of the wakeful period) have 
higher body temperatures in the evening. 
Similarly, there is a rhythm in the rate of 
the heart beat. Although this changes con- 
tinually and is influenced by many factors, 
Kleitman and Ramsaroop(6) state that 
study of the heart rate during the day 
demonstrates a curve which is similar to 
that of the body temperature except for 
increase after eating. 

Consistent diurnal changes have been 
shown to occur in the basal metabolic rate 
(7), the blood sugar level(8), the blood 
lactate level(9), the number of leucocytes 
in the blood(10), the hemoglobin, the he- 
matocrit and plasma protein(11) and the 
urinary excretion of water, chloride and 
urea(12). There is even evidence to sug- 
gest that there is a distinct diurnal rhythm 
in the frequency of the onset of labor(13). 

The menses of women are the best known 
recurrent biologic phenomenon, but it is 
not well known that there are rhythms re- 
lated to many functions within each men- 
strual cycle. To mention a few: the body 
temperature goes down during the pre- 
ovulatory phase while after ovulation it 
goes up only to fall again just before the 
onset of menstruation(4). Surprisingly, the 
heart rate does not act completely parallel 
to body temperature(6), but the basal me- 
tabolic rate does, decreasing as the tem- 
perature falls and increasing as the tem- 
perature rises(14). Also, the electrical po- 
tential difference between the index fingers 
of the two hands changes, showing a rise 
in voltage in the preovulatory period that 
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reaches a maximum when ovulation occurs 
(15). 

An interesting biologic rhythm is that of 
motor activity. Gesell(16) has shown that 
within the first two weeks after birth in- 
fants achieve a diurnal periodicity in their 
sleep-wakefulness pattern. As _ children 
grow, activity periods increase and rest 
periods decrease(17) until, as older chil- 
dren and adults, they effect a more or less 
optional pattern of activity largely gov- 
erned by surrounding conditions and per- 
sonality structure, but always on an in- 
dividual diurnal basis. 

Finally, it is noted that body growth 
varies with the seasons(18), the greatest 
increase in weight in growing boys occur- 
ring from June to December. 


PERIOPICITY IN HEALTH 


From neonatal rhythms such as the heart 
beat(19) and those of eating, sleeping and 
waking established early in life, to the 
later developed rhythms that lessen fatigue 
and make for greater efficiency in living, 
man has organized his daily activities on 
the basis of repetitive patterns. Further- 
more, his emotional life is nourished by his 
created rhythms of music, dancing and 
poetry. To these are added the periodic 
beauties of nature. Individually and as a 
member of a social group, man has made 
his life better and more effective by the 
utilization of both innate and acquired 
rhythms. 

From earliest days men have realized 
that work rhythmically performed is easier, 
more quickly completed and more satisfy- 
ing. As soon as men began to work jointly 
they devised rhythms that made for speed, 
ease of accomplishment and social enjoy- 
ment. The value of rhythmic activity in 
work which man found intuitively early 
in his existence has been confirmed by 
modern science. On the basis of critical 
tests, Griffith(20) states that the maximal 
speed of each individual’s rhythmic pattern 
is his most efficient pace. Rimoldi( 21) came 
to similar conclusions. His controlled 
studies demonstrate that “under the effects 
of rhythm the liberation of energy and 
regulation of work are more nearly perfect 
and less costly.” According to him “Rhythm 
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reduces fatigue” . . . and “allows the mind 
to relax and busy itself with other things.” 
Coleman(22) has shown that rhythm of 
movement is the most important factor in 
the development of endurance and delay 
of fatigue, and Walther(23) emphasizes 
that the application of rhythm to industry 
makes work less fatiguing and less monoto- 
nous. Thus men of long ago were right 
when they blended music, words and ac- 
tion in rhythmic harvesting songs for work- 
ers in the field and chanteys for sailors. 
Such melodies combined with work regu- 
late the rhythmic expenditure of energy, 
adding not only to man’s accomplishments 
but to his enjoyment. 

The rhythm of music, poetry and the 
dance have contributed to man’s well-being 
in still other ways. Hughes(24) believes 
that the heart beat was first transmitted 
into the drum beat for walking and march- 
ing and into a faster beat for singing and 
the measures for dancing. Terry(25) states 
that the internal rhythm of breathing and 
circulation are related to external rhythms 


’ such as the tides and the seasons and that 


man often expressed his conceptions of 
natural phenomena in spontaneous danc- 
ing. He used the dance to express emotions 
—fear, anger, love—and also to ward off evil 
spirits and to cultivate beneficent gods. 
There can be little doubt that the dance 
played an important part in maintaining 
emotional good health in primitive people. 

As in the dance and music, poetry is 
based on man’s inherent rhythms. Unter- 
meyer(26) says: “Poetry exists because 
there is in man the same sense of rhythm 
that dominates all life,” and “the love of 
rhythm and a sensitiveness to the appeal 
of poetry is inherent in varying degrees in 
everyone.” Long before children talk or 
comprehend words they respond to the 
rhythm of nonsense rhymes and of blank 
verse. It is the response to the rhythm of 
words that so often makes poetry a balm to 
the troubled spirit. 


PERIODICITY IN PHYSICAL ILLNESS 
Perceptible periodicity plays a part not 
only in health, but also in disease. From 
the time of Galen, physicians have been 
aware of the regular recurrence of certain 
illnesses, but it is only recently that earlier 


ea 
: 


116 _ 


reports and observations have been corre- 
lated and collected into a clinical entity now 
designated “periodic disease.” Reimann( 27 ) 
has assembled a group of apparently unre- 
lated and collected into a clinical entity now 
current periodicity, “dependent upon or 
provoked by a single underlying rhythm.” 
He points out that the disorders that make 
up this syndrome have in common “similar 
regular cycles of recurrence, combinations 
and substitutions of features, a genetic as- 
pect, ineffectiveness of therapy and an un- 
known cause.” Among such illnesses are 
periodic fever, periodic abdominalgia, 
periodic arthralgia, periodic neutropenia, 
periodic purpura, periodic edema and, pos- 
sibly, such things as periodic paralysis, 
periodic vomiting and periodic ulceration of 
the oral and genital mucosa. It is Reimann’s 
belief that the immediate cause of these 
superficially independent but genuinely re- 
lated disorders is a vasomotor disturbance, 
the fundamental cause of the vascular 
change being unknown. 


PERIODICITY IN PSYCHIATRIC ILLNESS 


It has long been recognized that rhyth- 
mic, cyclic and periodic activities play a 
part in many of the phenomena seen in 
mental health and mental disease. 

Almost 100 years ago Darwin(28) em- 
phasized that “emotional expression be- 
longs to rhythmical forms.” Somewhat later 
Wundt(29) stated that rhythm has a large 
element of affective tone and that rhythm 
in emotions arises from feelings of expecta- 
tion and satisfaction and that its continu- 
ance depends on repetition of tension. More 
recently Kubie(30) has said that this repeti- 
tion of tension stems from the “recurrence 
of ungratified demands,” that is, the recur- 
rent delay or frustration of an instinctual 
urge. And Lourie(31) has demonstrated 
that this tension may be released in rhyth- 
mic motor patterns that seem to satisfy “an 
inner instinctual need” and “facilitate motor 
and ego growth and development in the 
infant.” Thus it appears that rhythmic pat- 
terns are not only present in the emotional 
life of an individual but that they serve a 
useful purpose in the development and in 
the maintenance of good emotional health. 

Coleman(22) states that all bodily 
rhythms have psychological significance 
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and that free emotional expression is rhyth- 
mic. He believes that rhythm and arrhythm 
induce different states of emotional feeling, 
thus suggesting that rhythmic processes 
play an active role in the psychologic 
mechanisms of man. Hersey’s(32) work on 
emotional cycles supports this view. He 
studied 25 “normal” people and demon- 
strated cyclical variations in their emotional 
tones. Each one had a highly individual 
cycle of regular highs and lows of mood. 
He noted that during the “high weeks” a 
person’s drive toward activity was greater, 
that he felt well, anticipated pleasures, 
planned hopefully and was optimistic. Con- 
versely, during the “low weeks” the same 
person found it difficult to muster physical 
and mental strength, had to push himself, 
concentrated with difficulty, preferred to 
sit quietly, found nothing very pleasant, 
was disturbed by minor crises, and was 
creatively unproductive. In short, life was 
something of a burden. This controlled 
study of “normal” people confirms the wide- 
ly held clinical impression that all human 
beings function in terms of cycles of mood 
and that feeling tone varies not only from 
week to week and day to day but also from 
hour to hour. It also demonstrates that the 
periods and degrees of mood variation dif- 
fer from person to person and must be 
carefully appraised and wisely considered 
in dealing with an individual’s adaptive 
difficulties. 

It is but a short step from such observa- 
tions to a reaffirmation of Adolf Meyer's 
statement made in 1902(33) that “in psy- 
chiatry a certain periodicity of depression 
and excitement exists.” The recurrence of 
attacks in manic-depressive psychosis are 
well known(34). Similarly, cycles of al- 
ternating “good” and “bad” behavior in 
psychotic patients have been mentioned in 
the literature(35) and periodic relapsing 
catatonia has been studied extensively( 36, 
37, 38, 39, 40). That such cyclic psychiatric 
disturbances are not rare is emphasized 
by Richter’s report(41) that a study of the 
histories in the Phipps Psychiatric Clinic 
revealed over 250 patients with cycles in 
mood and behavior. From Richter’s work 
it would seem reasonable to conclude that 
rhythmic activity occurs in practically all 
nosological psychiatric entities. Certainly 
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it is present in schizophrenia, manic-depres- 
sive disease and organic brain syndromes. 
Probably it is a component of certain be- 
havior disorders in children (42) and pos- 
sibly it contributes to the symptoms of the 
neuroses(30). Also, there is rhythm in the 
occurrence of peptic ulcer(43), of epileptic 
seizures(44, 45, 46, 47) and of familial 
periodic paralysis (48, 49). It is obvious that 
the phenomenon of periodicity plays an 
important role in man’s physiologic and 
psychologic adjustments. 


THE NATURE OF PERIODICITY 


The late Alan Gregg(50) wisely said that 
he would welcome more rigorous studies 
of the mathematics of probability and 
would like to see physicians have a broader 
knowledge of rhythmic and cyclic phe- 
nomena. He pointed to the work of the 
Foundation for the Study of Cycles(51) 
and urged support of its program and of 
those who have like interests. Although 
modern research has not yet given a defi- 
nite understanding of rhythms, cycles and 
periods, some facts have been authenticated 
and several interesting theories have been 
proposed. For example, Gjessing( 36-40) 
has shown that recurring periods of ab- 
normal thinking, behavior and mood occur 
irrespective of external events or conditions 
in patients suffering from periodic cata- 
tonia. He concludes from psychiatric and 
biochemical analyses that cycles of abnor- 
mal behavior are related to nitrogen metab- 
olism and that the nitrogen balance shifts 
immediately preceding the change in psy- 
chologic state. Furthermore, he believes 
that at such times a toxin is produced 
which influences the diencephalon so that 
mental function is altered. The successful 
treatment of some of these patients with 
thyroid extract(52, 53, 54) which eliminates 
the swings in nitrogen balance, lends 
credence to Gjessing’s careful work. How- 
ever, other investigators do not consider 
such a metabolic disturbance of primary 
significance. 

Richter(41) produced cycles of behavior 
and metabolism in rats by experimentally 
interfering with the functions of the thy- 
roid and pituitary glands. He holds that 
the cycles brought about by interference 
with the thyroid depend primarily on “a 


prolonged period of thyroid deficiency, 
which apparently produces secondary 
changes in the hypothalamus.” Interesting- 
ly, and perhaps significantly, some of the 
experimentally-produced cycles were like 
those seen in human beings with periodic 
agranulocytosis, while others were similar 
to the disturbances of behavior and mood 
observed in catatonic schizophrenic ‘pa- 
tients. Like Richter, Lindsay(55) thinks 
that the primary factor in the production 
of abnormal cycles is a change in the hypo- 
thalamus, while others(54, 56, 57, 58, 59, 
60, 61) believe the basic disturbance is an 
imbalance in the endrocrine system. 

Cole(62) postulates that an endogenous 
mechanism for induciag persistent rhythms 
may be the result of a particular hormone 
accumulating until it reaches some theoreti- 
cal threshold that initiates a rhythm which 
simultaneously begins to exhaust the hor- 
mone. He also points out that rhythm-in- 
ducing factors may be exogenous in charac- 
ter; thus, periods of activity within the 
organism may be influenced by light, 
meteorological conditions, tides, phases of 
the moon and perhaps by cosmic radiation 
and the earth’s magnetic field. 

Peterson(63) also stresses the importance 
of such exogenous factors, especially me- 
teorological conditions, in the production 
of biological fluctuations. He links sun spot 
activity and its effect on temperature and 
weather, which in turn influence body 
chemistry, with many periodic changes in 
the functioning and activity of human be- 
ings. He even relates solar activity to im- 
portant historical events. 

Finally, Reimann(64) emphasizes that 
certain authorities(22, 65, 66) regard 
rhythm as a fundamental law of nature and 
that this wax and wane of biologic proc- 
esses may bring about the recurrent epi- 
sodes of illness seen in “periodic disease.” 
He points out that the most striking feature 
of the periodicity in these recurrent epi- 
sodes of illness is the regularity with which 
they recur at intervals. of 7 days or multi- 
ples thereof. For emphasis, he stresses that 
fever recurs at intervals or multiples of 7 
days in certain patients with osseous 
tumors, leukemia and anemia(67) ; that 
arthralgia occurs at intervals of 7 days in 
bucellosis(68, 69) ; that Galen connected 
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the quarterly phases of the moon with the 
7-day return of periods of fever ; and that 
the menstrual cycle occurs at an interval 
of 4 times 7 each month. To explain this 
phenomenon of 7-day periodicity Reimann 
offers the fascinating conjecture that the 
rhythms of human life may be controlled 
by the solar cycle of 6.6 days, a thought 
that gains some status from the long-time 
historical and religious significance of the 
number 7. 


SUMMARY AND CONCLUSIONS 


In this review of rhythms, cycles and 
periods, reports are cited to support the 
view that both the physiological and psy- 
chological processes of man are influenced 
by recurrent biologic phenomena. Such 
periodic activities are basic ingredients in 
the behavior of human beings and actively 
influence man both in health and disease. 
Several theories as to the origin and per- 
petuation of these recurrent changes have 
been suggested but none has been com- 
pletely validated. The true nature of 
rhythms, cycles and periods is a mystery 
and remains a challenge to future scientific 
investigations. 
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THE CHALLENGE OF RESULTS IN PSYCHOTHERAPY 
IAN STEVENSON, M.D.' 


The tranquilizers have given psychiatry 
an unexpected by-product by forcing us to 
improve our evaluation of methods of treat- 
ment. These drugs exposed on a large scale 
the important influence through suggestion 
of new medicines which may also have 
powerful pharmacological properties. The 
firm establishment of the pharmacological 
efficacy of these drugs has required care- 
fully controlled studies. In the literature of 
pharmacotherapy, accounts of soundly 
planned and executed research have almost 
entirely displaced the impressionistic re- 
ports based on “experience” which used 
formerly to fill the pages of psychiatric 
journals. We may expect that these stand- 
ards will soon extend to the study of psy- 
chotherapy. As they have not yet done so, 
a brief review of the problem of results of 
psychotherapy may illustrate present short- 
comings and point towards the needed 
reformation. 

Although each year a spate of articles 
on psychotherapy pours from the press, an 
extensive search of the English literature 
on the subject showed that less than 75 
articles on results of psychotherapy have 
been published in the psychiatric journals 
and about the same number in journals of 
psychology. Moreover, of these articles 
many merely deplored the paucity of re- 
sults and did nothing to remedy it. Rela- 
tively few of the articles presented actual 
results of series of patients treated and of 
these even fewer met the minimal standards 
of excellence in research that we have 
grown accustomed to in, say, biochemistry 
or physiology or, among ourselves in phar- 
macotherapy. Few articles described care- 
fully the patients treated or the method 
used ; few included attempts at objective 
measurements of changes in patients and 
almost none included followup studies. 

From the unsatisfactory, but available 
data we can reach several tentative con- 
clusions, each of which will possibly re- 
quire revision as we gather more valid 
data. First, large numbers of mental pa- 
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tients recover with little or no treatment in 
from 1 to 3 years. For psychoneurotic pa- 
tients, for example, various studies show 
the percentage of such “spontaneous” re- 
coveries to vary between 40 and 70% of the 
patients in the series(1, 2, 3, 4). 

Secondly, comparisons of groups of 
treated and untreated patients have so 
far failed to demonstrate the efficacy of 
psychotherapy. The percentage of re- 
coveries does not usually run higher in 
groups of treated patients than in those un- 
treated. Eysenck has concluded on the 
basis of these comparisons, that a psycho- 
neurotic patient has a slightly greater 
chance of recovering if he stays away from 
a psychotherapist than if he goes to one 
(5). However, he cannot prove this be- 
cause the groups compared have perhaps 
not matched satisfactorily(6). Patients who 
seek psychotherapy from psychiatrists may 
have more severe illnesses than those who 
do not, many of whom recover spontaneous- 
ly. On the other hand, social and economic 
factors seem to influence access to a psy- 
chotherapist more than the nature or 
severity of an illness(7), so possibly the 
compared groups do match. We cannot 
know without further study. 

Thirdly, among rival kinds of psycho- 
therapy comparisons again fail to show a 
superiority of one over another(5, 8, 9). 
Wolpe(10, 11) has published an exception 
to this pattern in his results with a large 
series of patients treated according to prin- 
ciples of learning theory and conditioning. 
He reports that between 85 and 90% of his 
patients became “cured” or “much im- 
proved” and contrasts this figure with the 
much lower recovery rates in patients re- 
ceiving eclectic psychotherapy(9) and psy- 
choanalysis(8), respectively 53% and 62% 
in the 2 series used for comparison. 

That psychotherapy of various kinds or 
of our favorite kind, helps mental patients 
remains an important conviction of most 
of us. But with our present data such a 
conviction can hardly amount to more than 
an opinion among any who adhere to the 
principies of science. Many physicians of 
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the 17th to 19th centuries had convictions 
about the efficacy of phlebotomy, but who 
bleeds patients today? The history of 
medicine, and of our own specialty par- 
ticularly, shows that personal conviction 
provides an insufficient basis for therapeu- 
tic action, especially when danger or ex- 
pense occur with the therapy. Harm rarely 
comes from psychotherapy, but expense 
nearly always. Considering the millions of 
dollars annually invested in it by patients 
and psychiatrists, by teachers and trainees, 
that we have almost no satisfactory studies 
of its results is a major scandal of our pro- 
fession. 

We can explain our failure to study re- 
sults and should perhaps try to do so, pro- 
vided we do not use our explanations as 
excuses. In the first place, our profound 
ignorance of human behavior probably 
prevents us from distinguishing the more 
from the less fundamental changes in our 
patients. We often rely on observations of 
changes in symptoms while comparing 
these to the visible part of an iceberg ; for 
the most part, we have not settled among 
ourselves the nature of what lies below the 
surface in psychopathology. Secondly, im- 
portant behavioral changes occur slowly, 
certainly much more slowly than most of 
the changes an internist can observe after 
his therapies. Consequently, many patients 
we would like to study over a necessary 
period of observation disappear: (often by 
moving to other communities) before 
proper followup studies have taken place. 
Thirdly, our emotional involvement with 
our patients often obstructs our evaluation 
of them. Most of us believe we could not 
treat them if we did not become involved 
emotionally with them, but we ought to 
recognize that this involvement often dis- 
qualifies us from evaluating the improve- 
ments of patients. Few parents think their 
children dull and few psychotherapists 
think their patients unimproved. Further- 
more, our earnest desire to relieve human 
suffering makes difficult our asking a pa- 
tient to wait for therapy while we appoint 
him a control subject. And if we do, he 
will probably seek help elsewhere. Finally, 
we must consider the least praiseworthy of 
our shortcomings in this matter, personal 
attachment to a particular theory and prac- 


tice. As one improved tranquilizer succeeds 
another we can change pills without much 
change in ourselves. But to change psycho- 
therapies requires changing our own ha- 
bitual behavior. Perhaps it also means 
loosening affiliations with an adherent 
group of colleagues and even a decline in 
income from leaving a fashionable therapy 
for a successor not yet so popular. 

Despite these obstacles without and fail- 
ings within, we could study results of psy- 
chotherapy much more than we do and 
with less additional work than many may 
imagine when they postpone looking at 
their own results. Useful studies contribut- 
ing some information, far better than the 
negligible data we now have, would not 
necessarily demand elaborate design. This 
brings me to attempt an outline of some re- 
quirements for a satisfactory study of re- 
sults of psychotherapy. 

The selection of patients for such a study 
first deserves attention. Ideally all appli- 
cants should receive psychotherapy, one 
portion receiving treatment by one method 
and another by another method, or perhaps 
less treatment. But we can rarely ar- 
range matters so neatly. Then we must 
become aware of the reasons for selection. 
If we select patients who can afford treat- 
ment and turn away those who cannot, we 
will study a special economic group but 
at least we will know the basis of our 
selection. More harmful for research pur- 
poses are selections governed by other pres- 
sures, e.g., the apparent severity of the 
symptoms, or an “impression” on the part 
of the therapist that the patient will respond 
favorably. Such selections may make dif- 
ficult or impossible the comparison of the 
group with other groups. 

Next, we should record the kind and 
severity of each patient’s symptoms, those 
of which he complains and those observed 
only by others. A therapist should say at 
the outset what he proposes to remove or 
improve. If the patient comes with the 
principal complaint of headaches, we 
should not consider him “much improved” 
if his headaches persist when the treatment 
ends. This simple precaution would put a 
stop to claims frequently heard to the effect 
that although a patient preserved his symp- 
toms he had nevertheless “matured” or 
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“received considerable benefit” from his 
treatment. Such statements may contain 
truth, but this we can only know if their 
author describes his criteria for making 
them. The description of symptoms should 
include several topics of observation, e.g., 
physical symptoms, subjective disorders of 
thought and feeling, and disturbances in 
personal relationships. Improvements in one 
of these parameters may accompany or 
even cause worsening in another(12). 

The duration of symptoms deserves at- 
tention since this sometimes enables a pa- 
tient to serve as his own control and some- 
times shows the need for other control 
subjects with which to compare his treat- 
ment. For example, if a patient has unmis- 
takably severe symptoms for 5 or 10 years, 
receives treatment for a year and subse- 
quently remains well for a further 5 years, 
we have some evidence of benefit from the 
treatment, and this evidence multiplies 
when found in a series of 20 or 30 patients 
treated by the same method. On the other 
hand, when patients receive psychotherapy 
for 4 or 5 years for illnesses whose duration 
before treatment extended back only 1 or 
2 years, we can say little about the efficacy 
of the treatment even when large numbers 
of patients recover under these circum- 
stances. Such cases require for their evalua- 
tion a matched group of untreated patients 
as controls for spontaneous recovery. 

A sound study of results should include 
also a description of the technique of psy- 
chotherapy used. Words like “psychoanaly- 
sis” and “psychotherapy” will not suffice 
because different authors have already 
applied them to widely varying techniques. 
We should learn the therapist’s theoretical 
emphasis or emphases, e.g., recovery of 
repressed memories, interpretation of the 
doctor-patient relationship, principles of 
conditioning, and how he acts with his pa- 
tients to implement his intermediate goals. 
He should record also how often he and 
his patients meet and over what period of 
time. 

We will probably progress more rapidly 
if we limit our categories of change in 
treated patients to two ; namely, “cured or 
much improved” and “little or no improve- 
ment.” To enter the first category a patient 
must at least have lost all or almost all the 


symptoms which first brought him to thera- 
py. He may have made other gains also, 
but must have made these. Since almost 
any patient gains something from contact 
with a friendly therapist, the categories of 
“slight improvement” or “moderate im- 
provement” lend themselves too easily to 
the wishes of both patient and those treat- 
ing and observing him. We may legitimate- 
ly exclude patients who drop out early 
from a study although we should try to 
learn what happens to them afterwards. 

Several persons should independently 
evaluate the changes in the patients. The 
therapist and the patient should certainly 
give their opinions, but we cannot always 
expect them to achieve the necessary ob- 
jectivity for the task. The therapist’s wish 
to succeed and the patient’s wish to please 
may make them unwitting partners in a 
conspiracy to perceive more improvement 
than others can discern. The independent 
observations of members of the patient's 
family and of another professional person 
can greatly improve the evaluation of the 
patient’s changes. Psychological tests have 
so far contributed little to measuring such 
changes(13), but continued study of their 
weaknesses may bring useful improve- 
ments. 

Finally, apparent improvements brought 
about through fortuitous relief of life 
stresses or the transient but powerful ef- 
fects of suggestion make followup studies 
essential to the evaluation of a technique 
of psychotherapy. Some followup studies 
of patients after relatively brief therapies, 
have shown further improvements in the 
conditions of patients compared to their 
conditions at the time treatment stopped 
(11, 14, 15). Such observations suggest the 
processes of spontaneous recovery already 
mentioned or the practicing and self-rein- 
forcement with further benefits of new 
behavioral responses initially learned or 
stimulated in psychotherapy. But whether 
followup studies show relapses, mainte- 
nance of gains, or further advances in the 
patients, we cannot neglect them without 
hazard to the value of the entire study of 
results. 

SUMMARY 


I believe these simple rules within our 
means if within our desires. We should 
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hardly ask less of ourselves if we ask others 
to consider us scientists when we teach and 
practice psychotherapy. We can and should 
learn much about psychotherapy through 
other studies besides those of results. Yet 
we can only judge a therapy as therapy 
by its results and not by its attendant 
retinue of theories, however elegant and 
harmonious these may seem to be. Some 
years ago, Glover sounded a solemn warn- 
ing on this matter with regard to psycho- 
analysis when he stated, 


In my opinion, the main obstacle to the prog- 
ress of psychoanalysis is the absence, first of 
reliable statistics of results, and, second, of 
any followup investigations. . . . Unless we 
know with some precision the exact limitations 
of psychoanalysis in different groups of mental 
disorder, we run the risk of providing new 
theories to explain away failures(16). 


These reproaches apply equally to all kinds 
of psychotherapy. Their truth and the 
urgency which underlies them should 
stimulate us to remove the justification for 
them which derives from our continued 
neglect of the results of psychotherapy. 
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RELATIONSHIPS AMONG SEIZURES, PSYCHOSIS 
AND PERSONALITY FACTORS * 


EDWIN A. WEINSTEIN, M. D.* 


The purpose of this paper is to call at- 
tention to some of the relationships among 
seizure content, inter-seizure behavior and 
personality background that exist in con- 
vulsive states. The neurophysiological ob- 
servations of recent years have shown that 
epilepsy is associated with brain damage 
or at least altered brain function. While 
we cannot talk of a psychological cause of 
epilepsy, a psychiatric approach may still 
be fruitful. The seizure, the psychoses and 
other personality changes are indeed mani- 
festations of brain injury much as are the 
changes in behavior associated with tumors, 
surgically induced brain lesions and the 
effects of ECT. In each of these, the altera- 
tions of behavior depend not only on the 
location, extent and rapidity of onset of 
the lesion, but on the social background of 
the individual and the situation in which 
the behavior is being observed. 

The material was gathered from 50 pa- 
tients hospitalized at the National Institute 
of Health for possible surgical treatment 
of seizures. They were admitted because 
their seizures had been resistant to medical 
and/or previous surgical treatment and be- 
cause the clinical picture or EEG record 
had shown evidence of temporal lobe 
pathology. All subjects had EEG abnormal- 
ities reported as diffuse or localized to one 
or both temporal lobes. In some cases the 
seizures themselves were not severe or 
frequent but they had interfered with the 
patient working and otherwise existing in 
the community. Patients were hospitalized 
on a special ward housing mainly seizure 
cases. In most cases coming to the National 
Institute of Health was a kind of last 
chance and supreme effort eagerly antici- 
pated by the patient and his family. In 
these respects we were dealing with a 
special situation. 

1 Read at the 114th annual meeting of the Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Bureau of Mental Health Services, Virgin Islands 


Department of Health, St. Thomas, V. I., Consultant, 
National Institute of Mental Health, Bethesda, Md. 
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The first observations concern the aura. 
This is, of course, a misnomer as the aura 
is not a breeze or warning but an integral 
part of the seizure. While the experience 
reported by the patient showed significant 
correlations with electrographic records it 
could not be understood simply as the 
physiological response to a specific cortical 
or sub-cortical area. Rather the experience 
is organized on a symbolic level where 
visual, auditory and other perceptual and 
amnestic elements take form in the con- 
text of a particular pattern of social re- 
latedness. Whether a sensory aura is felt 
as painful, dead, numb or tingling depends 
not only on which nerve cells are activated 
but on the patient’s habitual type of relat- 
ing in the socially organized environment. 
One man had seizures in which he de- 
scribed painful sensations in his left limbs, 
as if they were being cut or twisted off, 
along with a feeling of deadness in them. 
For years he had worried about a chronical- 
ly ill wife. He was fearful not only that she 
would die from her illness but that she 
would get run over or meet with a similar 
mishap whenever she left him. In inter- 
views when asked about himself, he in- 
variably got off on the subject of his wife’s 
ailments and how often she had been close 
to death. In this case, the aura indicated 
not only a lesion in one of the cortical 
sensory areas but that the patient con- 
ceptualized a relationship in terms of 
violence and death. Patients who reported 
bad smells and tastes similarly described 
past experiences in traumatic terms and not 
only were the smells and taste disagreeable 
but they might hear and see threatening 
things. One woman had as her aura, a bad 
taste, a terrible odor and a feeling that 
someone behind her was going to grab her. 
This persisted despite two temporal lobe 
ablations. In telling the story of her life 
she described beatings by her father, the 
tragic death of her mother and an unhappy 
marriage to a brutal alcoholic. Not only 
was the past pictured in these terms but 
she also talked of her hospital experiences 
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in this way. When asked about her opera- 
tion, she answered with an account of the 
drilling, cutting etc. Patients usually re- 
sponded to this question with expression 
of appreciation for the surgeons and hopes 
for a cure. 

Similarly when a scene from the past was 
visualized it was not simply a matter of 
the excitation of a particular group of cells 
in which the memory had been stored. 
The experience was a highly selective and 
condensed symbolic representation of cur- 
rent problems and relationships. For ex- 
ample, one patient repeatedly had a pano- 
ramic memory of a scene in his home town 
pictured in vivid detail. He was a person 
with a great attachment to home and 
family who derived his most significant 
feelings of identity in these symbols. In 
the course of 3 hospitalizations in each of 
which he had a craniotomy, the scenes dif- 
fered in certain details which could be 
correlated with contemporary stressful 
events. Shortly before his second operation 
he saw the scene about his house as it 
was in actuality except that the path to 
his door was a purplish-red color. While 
awaiting his third operation he visualized 
the garage, a two story structure, with an 
additional third story. 

Several patients had seizures concerning 
children. One girl could see a picture of 
her sister holding a baby. Another woman, 
as her spell began, would rush to hold her 
baby. These were persons who had derived 
their main sense of identity through the 
parent-child relationship, placing them- 
selves or others in the role of a child, and 
expressing their own needs through their 
children. The patient who saw her sister 
holding a baby was a 15 year old girl very 
dependent on her elder sister. In these 
seizures the symbol “child” represents the 
patient’s feelings about herself. In the 
course of recovery from an operation when 
one of these patients was reluctant and 
uncertain about leaving the hospital this 
attitude was seemingly expressed in the 
obsessive worry that something was going 
to happen to her child. 

As the main component of their spells 
two women had urinary incontinence (on 
the whole this was uncommon even in a 
grand mal seizure). They showed so many 


similarities in personality structure that a 
brief account of their behavior may be 
given. One was a 21 year old girl described 
as having been very prudish and resentful 
of men. Her seizures were completely con- 
trolled with medication but she developed 
sexually aggressive behavior, making ad- 
vances to male patients. She became par- 
ticularly involved with a boy with seizures 
from her home town. She also told stories 
of how her father beat her. The other 
young woman was described as highly 
critical of men and very self-conscious 
with them. She claimed that no man 
would marry her because of her seizures 
and insisted that even if she did get married 
she would not have children because 
epilepsy was hereditary. She did not de- 
velop a psychosis but the night after 
surgery had a dream in which a man that 
she knew had an operation identical to her 
own. 

In each of these cases the occurrence of 
urination in the seizure seemed related to 
a stereotyped, sexually aggressive “mascu- 
line” orientation. What was striking in 
these two patients and others was the high- 
ly stereotyped and clichéd language that 
was used to relate experiences and charac- 
terize people. Parents were described as 
wonderful, kind and loving or terrible and 
cruel. One of the girls maintained “men are 
only out for one thing” and used this as a 
central focus in describing her relation- 
ships. There was a great deal of black and 
white, sin and virtue, God and Devil 
structuring of the environment. 

Psychoses as defined in the conventional 
sense occurred in 12 patients during their 
hospitalization but remarkable or abnormal 
aspects of behavior occurred in almost all 
patients. This may be compared with Ervin, 
Epstein and King’s observation that out of 
28 patients with psychomotor seizures, 24 
were diagnosed as schizophrenic and others 
as neurotic or having severe personality 
disturbances(1). In our group the psy- 
chotic reactions were of short duration and 
generally came on shortly after admission, 
following the withdrawal of drugs. As 
Gibbs, Epstein and his associates have 
pointed out, there tends to be a reciprocal 
relationship between seizures and psy- 
chosis. When the patient is psychotic he is 
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apt to be free of spells. In our patients too, 
most of the psychoses developed in pa- 
tients without colorful subjective phenom- 
ena while those with complex visual and 
auditory experiences had a considerably 
lesser incidence. 

Clinically the psychoses did not differ 
from schizophrenic and manic reactions, 
with catatonic and paranoid delusional 
types. A number of these passed through 
several stages. First the patient in his ac- 
tions and words seemed to identify with 
big cultural stereotypes such as death, God 
and Jesus, the Devil, cure of cancer or 
epilepsy etc. Next there was a series of 
reduplicative delusions and misidentifica- 
tions. Another patient might be called a 
cousin who had a cancer, or a nurse might 
be identified as someone who had died, or 
a doctor misrecognized as someone from 
home. In the third stage there frequently 
developed paranoid or euphoric attitudes 
toward the nurses and other patients. Thus, 
the nurse might be accused of treating 
them badly, or giving the wrong medica- 
tion. Such a charge might be followed an 
hour later with loving praise of how won- 
derful she was. One man in his most con- 
fused state talked vaguely about racial 
miscegenation. He developed the idea that 
a negro and white staff member were 
married. Finally he expressed great ap- 
preciation and fondness for the care given 
him by a negro aide. A frequent maneuver 
was for the patient to make an angry 
charge against a nurse and then go back 


and apologize at great length with many 
expressions of love and affection. Many 
patients who did not develop psychoses as 
such showed this kind of behavior re- 
peatedly. Some were very withdrawn, re- 
maining in their rooms in preoccupied 
fashion. It was of interest that following 
surgery these patients showed marked 
amnestic manifestations indicating a loss 
of relatedness in the environment expressed 
at a different level. 


SUMMARY 


In the seizure itself, ia the psychosis 
which may develop, and in other verbal 
and non-verbal aspects of behavior the 
patient conceptualizes himself and his 
problems at different levels of interaction 
in the environment. The level of interaction 
is determined by the degree of stresses 
and/or the particular milieu of brain func- 
tion. The content of the symbols or lan- 
guage that he uses is that which gives his 
experience the greatest and most vivid 
feelings of reality. All symbols take on form 
and meaning by reason of their place in a 
pattern of social relatedness and in the dis- 
turbance of consciousness associated with 
the seizure we become unaware of the pat- 
terning processes of language, how in lan- 
guage we selectively classify the environ- 
ment and identify ourselves with cultural 
values. 
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It has long been apparent that the growth 
of a science of psychiatry awaits the de- 
velopment and acceptance of standard 
nomenclature and adequate criteria for de- 
termining the nature and types of psychi- 
atric impairment. In view of the recent 
advances in other branches of medicine and 
in the physical and social sciences as well, 
it is almost inconceivable that psychiatrists 
are as yet unable, except in instances of 
relatively gross behavioral deviations, to 
distinguish between and define mental 
health and illness(1). The commonly pro- 
mulgated definitions of mental health and 
illness are still so vague that they are fre- 
quently meaningless in practice. 

It is equally unfortunate, and from the 
standpoint of actual practice, an even 
stronger indictment of the present state of 
psychiatry, that equally competent clini- 
cians as often as not are unable to agree on 
the specific diagnosis of psychiatric impair- 
ment. Inter-clinician reliability on diagnosis 
has consistently been found to be low(2). 
Since hospitalization, course of treatment, 
case outcome, and research are all in large 
measure dependent on and related to spec- 
ificity of diagnosis, the failure to expend 
more effort in developing adequate, specific 
and reliable diagnostic categories is a very 
serious matter. The lack of adequate diag- 
nostic criteria not only impedes clinical 
practice, but frustrates epidemiologic at- 
tempts to arrive at the etiology of the var- 
ious types of psychiatric impairment and at 
their incidence and prevalence. Any num- 
ber of studies have indicated that psychi- 
atric diagnosis is at present so unreliable 
as to merit very serious question when clas- 
sifying, treating and studying patient be- 
havior and outcome. The results of one such 


1 This research is being undertaken by the Research 
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study indicated that two-fifths of the diag- 
noses made in a clinic had to be revised one 
year after the discharge of the patients on 
whom they were made(3). In another 
study, it was found that different psychi- 
atrists used different criteria as means of 
distinguishing between organic and psycho- 
genic disturbances and between schizo- 
phrenia and the affective psychoses(4). 
Even in the only study in which it was sug- 
gested that satisfactory inter-rater reliabili- 
ty was demonstrated for some of the diag- 
noses, it was found that only 80% of the 
very gross classifications of a patient as 
organic, psychotic or characterological by 
one psychiatrist were independently con- 
firmed by another. It was also found in this 
same investigation that when the specific 
subtypes of these disorders were con- 
sidered, agreement between two independ- 
ent raters occurred in only about half of 
the 426 cases studied(5). 

This paper presents a wholly different 
approach to the problem of the reliability, 
and hence the validity of psychiatric diag- 
nosis. It will be shown that the diagnosis of 
first admission cases in a psychiatric in- 
stitute type of mental hospital over a 2- 
year period shows extreme variation by 
ward and equally great variations on the 
same ward, with changes in ward adminis- 
tration. These inter and intra-ward vari- 
ations in diagnosis will be shown to occur 
despite the random assignment of patients 
to the various wards. 


PROCEDURE 


The study reported here was conducted 
at the Columbus Psychiatric Institute and 
Hospital. This institution provides volun- 
tary admission patients with short term, 
intensive therapy, and is also a research 
and training center. It is an adjunct of both 
the Ohio State University Department of 
Psychiatry and the State of Ohio Depart- 
ment of Mental Hygiene. The institution 
contains 126 beds divided into 5 wards (3 
female and 2 male) which operate on a 
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largely autonomous basis. Patients are 
assigned to each ward on the basis of avail- 
able beds and any selection which may 
occur in patient placement would result 
from the differential length of hospitaliza- 
tion on the various wards rather than 
through administrative policies. Since there 
is usually a waiting list for the female 
wards, bed space is at a premium and little, 
if any, selection in ward placement actually 
occurs. 

This institution is heavily staffed with 
professional personnel and is the antithesis 
in most respects of the traditional cus- 
todial type of mental hospital. Each ward 
is supervised by a chief ward psychiatrist. 
In addition, there are 3 or 4 psychiatric 
residents, a clinical psychologist, 3 or 4 
registered nurses, a social worker and an 
occupational therapist who comprise the 
clinical team. Interns, externs and trainees 
in the various specialties are also assigned 
to the several wards. 

The study involved an analysis of the 
final diagnosis given to each of 538 female 
first admissions during a 2-year period, 
Jan. 1956 through Dec. 1957. All later ad- 
missions were eliminated to prevent the 
contamination in diagnosis which might 
otherwise have resulted. Special attention 
was devoted to the female cases since a 
greater variety of inter- and intra-ward 
analyses were feasible. Of the 538 female 
patients, 141 had been assigned and dis- 
charged from one ward which had been in 
existence for only 18 months. A second 
ward treated 206 patients in the 2-year 
period and the third ward 191 patients in 
this same time. On this latter ward, there 
had been a dozen ward administrators in 
the past 5 years and 3 during the past 2 
years. Of the 3, one was responsible for 75 
patients, another for 68 and the third for 48 
patients. 


RESULTS 


The findings indicate that the female 
patients assigned to each of the 3 wards, 
and to each of the 3 administrators on the 
one ward, did not significantly differ from 
each other socially or economically. (Table 
1) This would corroborate the known and 
stated policy of random assignment of pa- 
tients to each of the 3 female wards. Ap- 


proximately, 90% of the patients on each 
ward had been voluntarily admitted. Some 
11% were Negro. Over half were house- 
wives, 22% had been employed full-time 
prior to admission and the rest were stu- 
dents or were non-employed. Over three- 
fifths were married, 17% were single and 
22% were divorced, widowed or separated. 
Some 22% had no more than a grade school 
education while 17% had received some col- 
lege training. Most of the female patients 
were urban (86%) and Protestant (87%). 
The 538 female patients averaged 36 years 
of age (age range 14-75). The important 
point again is that on none of these social 
characteristics did the patients on the 3 
wards or on the same ward differ signifi- 
cantly over time. Despite this, the diag- 
noses given these patients on both the 3 
wards and on the ward which had had 3 
administrators did indeed differ. Table 2 
indicates that there was considerable inter- 
ward variation in 3 diagnostic categories. 
The percentage of patients diagnosed as 
schizophrenics varied from 23 to 36% ; those 
diagnosed as psychoneurotic varied from 
30 to 45% and those diagnosed as character- 
ological from 12 to 22%. These differences, 
extreme and significant as they are, actually 
obscure as much as they reveal. As already 
noted, one of the 3 wards was administered 
by 3 different persons and their differential 
diagnoses tended to give this ward a broad- 
er spectrum of diagnoses than either of the 
other two wards. 

The intra-ward variations over the 2-year 
period on the ward with the 3 administra- 
tors makes the point of differential diag- 
nosis with greater impact. Table 3 indicates 
that two-thirds of the cases (32 of the 48) 
under the administration of Psychiatrist Z 
were classified as schizophrenics compared 
with 22 and 29% respectively under Psy- 
chiatrists Y and X. Psychiatrist Y diagnosed 
56% of the patients as suffering from a char- 
acterological disturbance as opposed to 47% 
for Psychiatrist X and only 15% for Psychi- 
atrist Z. It should again be stressed that the 
3 administrators were dealing with the 
same type of patient ; that they were train- 
ing the same type of resident ; and that they 
had equal access to the skills and ap- 
proaches of the other members of their 
clinical teams. 
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TABLE 1 


SUMMARY TABLE OF SOCIAL CHARACTERISTICS OF 
538 FEMALE PATIENTs, BY WARD, 
in NuMBER AND Per CENT 


Female Wards 


A B Cc 
Type of Admission No. Per Cent No. Per Cent No. Per Cent 
Non-Voluntary 25 13.1 17 8.3 11 7.8 
Voluntary 166 86.9 189 91.7 130 92.2 
Total 191 100.0 206 100.0 141 100.0 
X?—3.31 P, not significant 
A B Cc 
Marital Status No. Per Cent No. Per Cent No. Per Cent 
Single 35 18.3 38 18.5 17 12.1 
Married 112 58.7 128 62.1 90 63.8 
Div., Widowed, Separated 44 23.0 40 19.4 34 24.1 
Total 191 100.0 206 100.0 141 100.0 
x°—3.96 P, not significant 


B 


Education No. Per Cent No. Per Cent No. Per Cent 

Grade School 44 25.1 39 20.2 29 21.8 

High School 102 58.3 120 62.2 85 63.9 

College 29 16.6 34 17.6 19 14.3 

Total 175 100.0 193 100.0 133 100.0 
X?—2.11 P, not significant 


B 


Residence No. Per Cent No. Per Cent No. Per Cent 
Urban 163 85.8 172 83.5 126 90.6 
Rural 27 14.2 34 16.5 13 9.4 
Total 190 100.0 206 100.0 139 100.0 
X?=3.73 P, not significant 

Age* A B c 

Mean age at admission 35.6 36.1 36.5 
Standard Deviation 13.8 13.2 14.4 


191 206 


* There were no significant age differences by ward. 


Number of Patients 


TABLE 2 


INTER-WARD VARIATIONS IN DIAGNOSIS, 
IN NUMBER AND Per CENT 


Female Wards 


A B 
Diagnosis No. Per Cent No. Per Cent No. Per Cent 
Organic Disorders 17 8.9 15 7.3 14 9.9 
Affective Disorders 1] 5.8 11 5.3 5 3.6 
Schizophrenia 69 36.1 47 22.8 36 95.5 
Psychoneurosis 57 29.8 92 44.7 42 29.8 
Characterological 23 12.1 26 12.6 31 22.0 | 
All Others 9.2 


= 23.28 
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This analysis of differences in diagnosis 
would be largely an academic exercise were 
it not for the readily documented fact that 
diagnosis is importantly related to hospital 
treatment and that both diagnostic and 
treatment practices are part of the general 
etiological outlook of the psychiatrist. Us- 
ing data collected in 2 separate sub-samples 
—one year apart—the following relation- 
ships between diagnosis and other hospital 
and treatment variables may be specified 
with a modest degree of accuracy. 1. The 
length of hospitalization is definitely re- 
lated to, though not necessarily an effect of, 
psychiatric classification. Table 4 indicates 
that hospitalization is most prolonged for 
female patients classified as schizophrenics 
and least so for those diagnosed as person- 


ality trait disturbance (characterological ) 
cases. Intermediate lengths of hospitaliza- 
tion are characteristic of psychoneurotic, 
affective and organic cases. Since some 
wards and administrators seem to cluster 
their diagnoses, there is also a considerable 
difference in the length of hospitalization 
by ward. 

2. The utilization of specific forms of 
treatment such as electroshock or drug 
therapies are also clearly related to diag- 
nosis. As noted in Table 4, none of the fe- 
male patients classified as either charac- 
terologically or organically disturbed re- 
ceived ECT whereas one-fourth (4 of 15) 
diagnosed as affective (involutional) cases 
received a total of 30 such treatments and 
4 of 47 patients designated as schizophrenic 


TABLE 3 


INTRA-WARD VARIATIONS IN DIAGNOSIS 
BY Warp ADMINISTRATOR, 
IN NUMBER AND PER CENT 


».4 
Diagnosis* 
Orpanic Disorders 
Affective Disorders 6 
Schizor” renia 22 
Psychonvurosis 26 
Characterological 9 
All Others 4 
Total 75 
X2= 31.13 
P= 01 


No. 
8 


Per Cent 
10.7 


29.3 
34.7 
12.0 


100.0 


Administrator 

No. Cent 

7 10.3 

8.0 3 

15 


27 


4.4 
22.1 
39.7 
16.2 

7.3 

100.0 


5.3 5 
68 


* For purposes of analysis, diagnostic categories were combined into three groups, schizophrenia, 


all other psychoses, and all non-psychoses. 


TABLE 4 


LENGTH OF HOSPITALIZATION AND 
TREATMENT PROCEDURES BY DIAGNOSIS 


Hospitalization 


Diagnosis 
Schizophrenia 
Psychoneurotic 
Characterological 
Affective 

Organic 


100.6 
82.0 
38.3 
77.5 
47.8 


Mean No. of Days Electroshock Chlorpromazine 


Treatment Procedures (%) 
Psychotherapy* 


No. of Obs. Per Cent 
2111 2.84 
1351 3.40 

518 5.41 
564 1.77 
382 3.14 


8.5 48.9 
2.9 2.9 
12.5 
26.7 26.7 
20.0 


* Based on observations of the activities of patients on the wards and the percentage of observations 
during which the patients were found to be in psychotherapy session. 
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received 31 shock treatments. 

Drug therapy prescription varied even 
more widely with diagnosis. One of 34 
psychoneurotic patients was given Thor- 
azine (16 days in all) whereas 23 of 47 
patients classified as schizophrenic received 
chlorpromazine. These 23 received chlor- 
promazine for an average of 21.5 days. The 
remaining cases again occupied interme- 
diate positions. 

3. The percentage of patients in each 
diagnostic grouping receiving psychother- 
apy also varied considerably. These par- 
ticular figures were difficult to obtain since 
no such record is available on the patients’ 
charts. Instead, as a result of a study of 
ward behavior based on nearly 12,000 
patient-observations, it was possible to ar- 
rive at the percentage of these observations 
during which patients in the various cate- 
gories were receiving psychotherapy(6). 
These estimates are based only on observa- 
tions conducted during the “working” day, 
and are exclusive of lunch, visiting, and 
evening hours as well as weekends. 

The data indicate that under 2% of the 
564 observations of affective patients were 
receiving psychotherapy whereas psycho- 
therapy sessions accounted for 2.8% of the 
2,111 observations of schizophrenic pa- 
tients, 3.1% of the 382 observations of 
organic patients (2 were alcoholics), 3.4% 
of the 1,351 observations of those diagnosed 
as psychoneurotic and 5.4% of the 518 ob- 
servations of the characterological patients. 


Discussion AND SUMMARY 


These findings provide concrete statistical 
affirmation for the view that despite pro- 
testations that their point of reference is 
always the individual patient, clinicians in 
fact may be so committed to a particular 
psychiatric school of thought, that the pa- 
tient’s diagnosis and treatment is largely 
predetermined. Clinicians, as indicated by 
these data, may be selectively perceiving 
and emphasizing only those characteristics 
and attributes of their patients which are 
relevant to their own preconceived system 
of thought. As a consequence, they may be 
overlooking other patient characteristics 
which would be considered crucial by col- 
leagues who are otherwise committed. This 
makes it possible for one psychiatrist to 


diagnose nearly all of his patients as schizo- 
phrenic while an equally competent clini- 
cian diagnoses a comparable group of pa- 
tients as psychoneurotic. 

It is important to note, however, that 
these differences in diagnosis occur pri- 
marily with respect to cases not clearly or 
easily traceable to organic causes (i.e., 
schizophrenia, psychoneurosis and charac- 
ter disorders). This obviously suggests 
greater opportunities for divergent points 
of view because of the lack of those ob- 
jective criteria usually associated with dis- 
eases precipitated by some type of organic 
impairment. Whereas the latter can be 
more readily discerned with the aid of 
relatively reliable technical instruments 
(e.g., EEG), schizophrenia, psychoneurosis 
and character disorders suffer the absence 
of such nosologic criteria. In addition, or- 
ganically impaired patients usually exhibit 
behavioral patterns more clearly associated 
with organic malfunctioning whereas the 
more purely functional categories require 
more arbitrary and hence, less objective 
distinguishing criteria. 

Schizophrenia is particularly exposed to 
an additional difficulty which makes it a less 
reliable diagnostic entity. This difficulty is 
linked directly to the differences in psy- 
chiatric orientations discussed above and is 
relevant specifically to the psychoanalytic 
point of view. It was discerned that the 
greater the commitment to an analytic ori- 
entation, the less the inclination toward 
diagnosing patients as schizophrenics. This 
pattern is traceable to two somewhat re- 
lated factors intrinsically associated with 
the analytic position. On the one hand, 
these psychiatrists are less concerned with 
diagnosis per se ; they tend to argue that 
a diagnosis places unwarranted restrictions 
upon a more “complete” exploration of 
whatever psychological mechanisms are at 
work or related, presumably, to a patient's 
illness. Secondly, is the more pronounced 
“liberal” philosophy espoused by this school 
of psychiatric thought which, seemingly, 
operates to create an inhibitory attitude 
toward “unnecessarily” and “unjustifiably” 
applying a label which seemingly has dele- 
terious connotations and, therefore, appar- 
ently undesirable consequences for the pa- 
tient so diagnosed. 
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Under present conditions, therefore, both 
diagnosis and the related care and treat- 
ment procedures tend to become more or 
less an adjunct of psychiatric orientation 
whereas the treatment program should be 
consequent on the diagnosis and a function 
of it. The alternative to present psychi- 
atric classification problems should not, 
as some have suggested, be the elimination 
of diagnostic categories and the de-em- 
phasis of classification procedures, but 
quite the reverse. What is needed is (a) a 
reconsideration of the means of eliminating 
the obvious biases connected with commit- 
ment to schools of psychiatric thought as 
an obstacle to the development of a taxo- 
nomic system of diagnosis, (b) increasing 
attention to the development of a standard 
nomenclature and (c) most important, 
emphasis on the development of objective, 
measurable and verifiable criteria of classi- 
fication based not on personal or parochial 


predilections but on behavioral and other 
objectively measurable manifestations. Un- 
til such time as these criteria are available, 
research on the incidence and prevalence 
of the various disorders and on their eti- 
ology, treatment, and prevention will con- 
tinue to be hampered and impeded. 


BIBLIOGRAPHY 

1. Redlich, F. C. : The Concept of Health 
in Psychiatry in Leighton, A. H., Clausen, J. 
A., and Wilson, R. N. (eds.) : Explorations in 
Social Psychiatry. New York: Basic Books, 
1957, p. 138. 

2. Schmidt, H. O., and Fonda, C. P.: J. 
Abnorm. and Soc. Psychol., 52 : 262, 1956. 

3. Masserman, J. H., and Carmicheal, H. 
T. : J. Ment. Sci., 84 : 893, 1938. 

4. Mehlman, B.: J. Abnorm. and Soc. 
Psychol., 47 : 577, 1952. 

5. Schmide and Fonda, op. cit., p. 265. 

6. Dinitz, S., Lefton, M., Simpson, J. E.., 
Pasamanick, B., and Patterson, R. M. : Social 
Problems, 6 : 107, 1958. 


32 
of 
| 
| 
: 
j 
4 
Seer 
a 
’ 
| 
3 
: 
4 
| 
B 
} 
4 
. 
| 
. 
| 
| 
A 
7 
| 


AGGRESSION, GUILT AND CATAPLEXY 


MAX LEVIN, M.D.! 


Cataplexy can occur in the wake of an 
impulse of aggression. To be sure, the com- 
monest precipitant of cataplexy is laughter, 
but aggression is not far behind. Since my 
first paper on “Aggression, Guilt and Cata- 
plexy”(7) much additional material has 
come to light, and some of it will be pre- 
sented here. 

Aggression of any degree may be an ef- 
fective stimulus, provided only it is asso- 
ciated with guilt. It may be overt, as in the 
common instance of the father stricken with 
cataplexy when he raises his hand to punish 
his child. It is no crime to punish a child, 
but the father is prey to conflicting emo- 
tions, and he is not exaggerating too much 
when he says, “This hurts me more than it 
does you.” 

The aggression may involve killing yet 
be socially acceptable, as when the hunter 
aims his gun or the angler hooks a fish. 
Though such killing is accepted by society, 
it can stir up feelings of guilt. Cataplexy 
has even followed the squashing of a bug 
(3) or the shooing of a dog out of the 
kitchen(8). Finally, the aggression may be 
that which expresses itself in sport. In some 
sports aggression is undisguised, as in box- 
ing, where the aim is to hurt one’s oppo- 
nent. In others it is symbolic, as in baseball, 
where an infielder “kills” the baserunner by 
tagging him, or in tennis, where a man 
“murders” his opponent with a wicked 
volley. 

The recent literature abounds with cases 
to illustrate all these points. 

Cataplexy occurred in fishing in cases 
reported by Bonstedt(1), Dobin and Smith 
(5) and Yoss and Daly(15), and in hunting 
as well as fishing in the case of Thigpen 
and Moss(12). 


Case 1.—A remarkable incident was reported 
by a narcoleptic in Nevada who has sent me 
a detailed account of his case. He has had at- 
tacks of cataplexy when hunting and fishing 
as well as from laughing. He reported the fol- 


1 From the Department of Neurology and Neuro- 
surgery, the New York Medical College, Flower and 
Fifth Avenue Hospitals, New York, N. Y. 


lowing incident: “One night after working 
late, I got home and when I turned the light 
on in the kitchen I saw a mouse running around 
the edge of the room. Thinking I could disable 
or kill it by hand, I picked up the nearest 
thing I could reach, a butcher knife, and 
headed for the mouse. When I got near the 
corner, I thought I had him trapped. I dropped 
to my knees and tried to strike him with the 
knife but my arms fell limp to my sides after 
one strike and I couldn’t continue the ‘hunt.’” 


It has been said that hunting and fishing 
evoke cataplexy because they are so excit- 
ing. I submit that this explanation misses 
the point. There is little or no excitement 
when one squashes a bug, yet this sufficed 
to provoke an attack in the case of Brock 
and Wiesel(3). By contrast, there have 
been cases in which the greatest possible 
excitement failed to elicit an attack. In Bo- 
stock’s case(2) the patient had an attack 
when he got ready to fire at a duck but 
not when he tried to stop a runaway horse. 
This is a crucial case. In trying to stop a 
runaway horse—as exciting an undertaking 
as One can imagine—a man is not held back 
by guilt, as he is when he strikes his child 
or kills an animal, even if only a bug. 

Another negative incident occurred in the 
next case. 


Case 2.-A subway motorman began to have 
attacks of cataplexy at the age of 21. He has 
never had any sleep attacks. One day he was 
bringing his subway train into a station in the 
Bowery in New York. A drunk was lying asleep 
in the trough between the rails, and a porter 
was standing at the near end of the platform 
waving a broom frantically to flag the oncom- 
ing train. When the patient saw the porter, he 
immediately applied the emergency brake, and 
the train screeched to a halt after the first 
car had passed over the sleeping man. The 
patient saw the man as the car passed over. 
Though he knew the trough was deep enough 
to protect the man, he was greatly excited and 
tense, but did not have an attack of cataplexy. 
He proceeded without hindrance to take the 
steps necessary in the situation. This incident 
occurred at the age of 37. It was before he 
first saw me, and he was not on any medication 
at the time. 
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A significant negative observation was 
recorded by Daniels(4). The patient, a 
narcoleptic, had once beaten up a man who 
had made fun of his sickness, and on this 
occasion he was not stricken with cata- 
plexy. There is no guilt, hence no let or 
hindrance, when one punishes someone 
heartless enough to make fun of a sick man. 

To turn to sports in which there is no 
real killing : in Thigpen and Moss’ case( 12) 
there was cataplexy in boxing and football 
as well as in hunting and fishing. 


Case 3.—A policeman, born in 1916, began 
to have symptoms of narcolepsy in childhood. 
In addition to sleep attacks he suffered from 
cataplexy on laughing and on raising his hand 
against his children. He gave many examples 
of cataplexy in sport. Boxing.—In his youth the 
boys tried to interest him in boxing. He was a 
good athlete, and “I knew all the rudiments 
of boxing, but I could never get any pleasure 
out of it. I could defend myself but I could 
never be aggressive. I could never put any 
enthusiasm into hurting the other guy.” He 
never had a clear cut attack of cataplexy in 
boxing, i.e. his knees did not buckle, but in 
the light of the history his inability to be ag- 
gressive is significant. Football—From 18 to 
21 he belonged to a football team. Three or 
four times, when chasing a runner whom he 
hoped to tackle, he knees buckled and he fell. 
“I'd sit there a few seconds and then I'd get 
up again.” Swimming race.—In 1943 he and 
his wife and a woman friend were at a beach. 
The woman challenged him to race to the 
float (50 yards offshore) and back. An expert 
swimmer, he thought nothing of the short 
distance. “I raced out in fine style, but on my 
way back, about three-quarters of the way 
back, I just ran out of gas.” At this time he 
was well ahead in the race. “I was banging 
away, and all of a sudden I just got weak, 
didn’t have any power in my legs. I was barely 
able to make it to shore. I just about dragged 
myself out of the water and fell down on the 
beach. My wife asked me what was the matter 
and I could just about talk. I said, ‘I don’t 
know ; I'm exhausted.’” He fell asleep on the 
beach and when he woke up he felt alright. 


The patient and his wife were puzzled 
by this incident and blamed a glass of beer 
he had had before the race. Of course they 
were wrong. The imminent victory over 
his opponent must have triggered the at- 
tack. 

Incidentally this man, who married in 


1942 and now has 3 children, said that in 
the early years of his marriage orgasm al- 
ways precipitated a cataplexy. He became 
limp all over and could not move or speak 
for a minute. Now, however (1958), he has 
coitus once a week without incident. Cata- 
plexy on orgasm is well known(9). 

In the realm of the milder sports, Swan- 
ton’s patient had attacks of cataplexy when 
playing tennis, golf and hockey(11). Yoss 
and Daly(15), in a review of cases at the 
Mayo Clinic, found the case of a woman 
who had “reported that she could not play 
cards with her son because ‘every time I get 
a good hand he can see my face sag.’” Any 
victory over an opponent, even if only in 
cards, may gratify unconscious aggressive 
drives and thus arouse guilt. 

Important is the fact that in many cases 
of cataplexy it is aggression that has evoked 
the first attack. This is the more remarkable, 
seeing that it is laughter that is the com- 
monest precipitant of cataplexy. In Van 
Bogaert’s case(13) the patient had his first 
attack of cataplexy when he reprimanded 
one of his employees. In Case 1 of Speirs 
and Speirs(10) the first attack occurred 
when the patient scored a direct hit in a 
snowball fight. In Case 1 of Wenderowic 
(14) the patient, a farmer, had his first 
attack when he was about to whip his cow 
in anger. A week later the second attack 
occurred when he wanted to whip his horse. 
Next day he had his third attack in an argu- 
ment with his brother. This patient had 
cataplexy on pleasant as well as unpleasant 
emotions, yet his first 3 attacks were evoked 
by aggressive impulses. In any seizure dis- 
order the circumstances that evoke an at- 
tack are important, but those that evoke the 
first attack are doubly so. 

It is plain that a display of aggression, 
when associated with killing or its symbolic 
equivalent, hence with guilt, may elicit an 
attack of cataplexy. We have here an ex- 
ample of conditioned inhibition(7). Condi- 
tioned inhibition occurs in man whenever 
we strive to suppress an impulse in cir- 
cumstances which render it impermissible. 
Thus it is a natural impulse to run away 
from danger, but a soldier in battle must 
suppress it(6) and in these circumstances 
he may show clinical manifestations of in- 
hibition. The simplest example of condi- 


| 
4 | 
| 
: 
q 
4 
| 
| 
A 
A 
“4 
- | 
ie | 
| 
= 


1950] 


__MAX LEVIN 


tioned inhibition in nature is the dog that 
learns from painful experience that while 
it is generally safe to chase and tangle with 
small quadrupeds, it is not safe to do so 
if the animal is a porcupine. The condi- 
tioned inhibition that develops from this 
painful experience is the same in principle 
as that of the man who feels a pang of 
guilt when he raises his hand against his 
son. Of course there is a difference in the 
quality of the pain : the dog wants to avoid 
physical pain, while the man has a pang of 
conscience, but in either case an inhibitory 
impulse arises to check the positive impulse. 


AGGRESSION MASKED AS PLAY 


When cataplexy follows a display of 
naked aggression, as when a father raises 
his hand against his son, we may assume 
that the hostile impulse, being associated 
with guilt, evokes a counter-impulse, and 
the ensuing cataplexy is a manifestation 
of conditioned inhibition. This is also true 
when the aggression is only symbolic, as in 
tennis. The case is otherwise with the cata- 
plexy that follows laughter, for this is a 
mystery and we do not know its patho- 
genesis. But there is one exception, the 
laughter that is interwoven with aggression. 
Some laughter is hostile, as in Zehrer’s Case 
2, where the patient had an attack of cata- 
plexy while laughing at a deafmute who 
was trying to express himself(16). In this 
instance cataplexy must have been of a 
piece with that which occurs in other ag- 
gressive situations. 

Aggression may be playful. Play may 
serve as an outlet or vehicle of aggression, 
as one can see in the playground, where, 
for example, small boys make good use of 
their pistols. Two striking cases are sub- 
mitted. 


Case 4.—A narcoleptic woman of 28 began 
to have attacks of cataplexy at 17 and sleep 
attacks a year later. The initial symptom oc- 
curred when she played a practical joke on 
her sister Helen. Helen likes soft chewy candy 
and detests hard candy. There was a box of 
chocolates in the house and Helen reached for 
it, saying, “I'd like a nice soft piece.” The 
patient said, “Here, take this one,” pointing to 
one she knew had a hard center. Helen bit 
into it and made a wry grimace. The patient 
laughed and was about to cry “I fooled you” 
when suddenly “I got weak, my head dropped ; 


ine 


I tried to cry out but all I could get out was a 
little squeak.” 


A devilish trick indeed, to deceive Sister 
into biting into a hard piece of candy. It 
would not rate high in a catalogue of sadis- 
tic behavior. But it sufficed to evoke an 
attack of cataplexy, one that proved to be 
the initial symptom of a narcolepsy. One is 
tempted to think that the motive force here 
was not the laughter, but rather the un- 
conscious hostility concealed behind the 
mask of an innocent prank. 


Case 5.—A man of 23 in Montana, who sent 
me an account of his narcolepsy, wrote : “When 
I run und play with my childen, they need 
never fear that I'll catch them, for the mo- 
ment I’m about to do so I collapse.” The pa- 
tient, chasing his childen in play but handi- 
capped by his susceptibility to inhibition, could 
not exercise aggressive impulses that were 
purely playful and succumbed instead to in- 
hibitory counter-impulses. 


SUMMARY 


Cataplexy may be evoked by impulses of 
aggression associated with guilt. The ag- 
gression may be naked and undisguised, 
as in hunting and fishing, and in boxing, 
where the object is to hurt and paralyse 
one’s opponent. Or it may be symbolic, as in 
those sports where the object is to defeat 
the opponent, not to hurt him. Finally, it 
may only be that benign aggression that is 
expressed in practical jokes and some kinds 
of play. Cataplexy, in all these cases, is a 
manifestation of conditioned inhibition, a 
response to the guilt that attends aggression 
even when it is only unconscious. 
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THE PHYSIOLOGICAL BASIS OF THE TREATMENT OF 
DELIRIUM TREMENS ' 


HENRY KRYSTAL, M. D.? 


This study was designed to re-examine 
the rationale of the treatment of delirium 
tremens. Clinical observations as well as 
reports of other workers(1-3) suggested 
a particularly significant disturbance of the 
water and electrolyte balance, therefore a 
small pilot group was studied from that 
aspect. The attempt was made to integrate 
the psychological aspect of this complica- 
tion of alcoholism with the data »btained 
by other techniques ;with the aim of es- 
tablishing the physiological basis of the 
treatment of delirium tremens. 


CLINICAL OBSERVATIONS 


The group studied consisted of 700 pa- 
tients with diagnosis of Delirium Tremens 
(D.T.) which represented all of the D.T. 
cases treated at the Detroit Receiving Hos- 
pital in the years 1954 through 1956. Of 
these cases, 82% were men and 18% women. 
Twenty-four percent were married. The 
ages ranged from the second through the 
sixth decade, with the majority between 30 
and 60 years of age. Seventeen percent of 
the group were admitted to services other 
than psychiatric with a variety of illnesses, 
and developed D.T. only after a couple of 
days, as a rule. The mean duration of D.T. 
was 3 days, but the average hospital stay 
exceeded 5 days because of other illnesses. 
The frequency of those concurrent condi- 
tions was conspicuous. The following data 
were obtained by the review of 214 con- 
secutive admissions of D.T. cases. 

The patients had often been tremulous 
and insomniac for 1-2 days before admis- 
sion. On the first day in hospital, 40% of 
the patients had hallucinations, 58% showed 


1'‘this paper was read in part at the Michigan 
Society of Neurology and Psychiatry on November 
21, 1957, and was awarded the Research Award of 
the Michigan Society of Neurology and Psychiatry 
for 1957. 

2 Assistant Clinical Director, Detroit Receiving 
Hospital Department of Psychiatry; Instructuor, 
Wayne State University College of Medicine ; and 
Consultant, Committee on Alcoholism, City of High- 
land Park Board of Health. 


Number Percent 
of cases of cases 
Patients with clinical evidence 
of gastritis 86 40 
Patients who had one or more 


illnesses other than gastritis 148 69 
Incidence of individual syndromes : 
1. Infections 23 
2. F.U.O. 5 3 
3. Traumatic Injury 50 23 
4. Liver disease (clinically) 24 12 
5. Convulsions 18 9 
6. Anemia 16 8 
7. Chronic brain syndrome 6 3 
8. Schizophrenia 6 3 
9. Other illnesses 15 7 


marked tremors, and 60% were uncontrol- 
lably anxious. Vomiting was noted in 40% 
of the admissions. Some degree of confusion 
and disorientation was found in all. On 
the second and third day, the percentage 
suffering of those symptoms fell markedly, 
but a considerable number showed more 
marked anxiety, confusion, and tremors. 
Some patients admitted in “Impending 
D.T.” became delirious on the second or 


third day. 


ELECTROLYTE STUDIES 

Electrolytes were studied on 45 consecu- 
tive men (ages 35-55), admitted in full- 
blown D.T., but without any evidence of 
liver failure or ascites. All these men were 
chronic alcoholics, many being actual “skid 
row” inhabitants. Electrolyte studies tabu- 
lated in the respective diagrams can be 
briefly summarized as follows : 

1. Sodium (Fig. 1). The average of all 
determinations was below normal on the 
second, third and fourth days. The average 
then rose to the lower limits of normality. 
Although the averages were below normal 
(137 meq./1. on the first and second days ) 
there was a wide span of results with some 
patients grossly hyponatremic. 

Since all the patients received some 
sodium, and only very few (specifically 
5 determinations ) were above normal, one 
must consider the deficiency clinically 
significant. The wide range of results, how- 
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FIGURE 1 
Serum Sopium LEVELS or D.T. PATIENTs 
(EACH DOT REPRESENTS ONE DETERMINATION. ) 


SODIUM 
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FIGURE 2 
SeruM LEVELS 
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ever, indicates much individual variation. 
The lowest sodium results were 135, 132 
and 134 meq./1. on successive days. Sodi- 
um deficiency may be suspected in the 
D.T. patient—but its severity has to be 
individually evaluated for accurate re- 
placement. Serum chloride determinations 
closely paralleled the deficiencies of sodium. 

2. Potassium (Fig. 2). In contrast to the 
sodium and chlorides, potassium averages 
tended to be either in high-normal, or 
above-normal ranges. Though the average 
was only slightly above normal only one 
test result was below normal, while a 
number of results were above normal. The 
highest potassium concentration reached 
5 meq./1. 

3. Magnesium (Fig. 3). Serum magnesi- 
um concentration was determined by the 
titian yellow colorimetric method : the 
normal range was between 1.3 and 1.9 
meq./l. The magnesium averages were 
consistently low—with 1.5, 1.2, 1.3, 1.2 and 
1.2 meq./l. on consecutive days. There 
was not a single determination above 


normal, but many below normal. The 
lowest results were obtained on the second 
day : a serum magnesium of 0.99 meq./1. 
The absence of above normal magnesium 
levels, in contrast to the sodium or chlorides 
is explainable by the fact that saline was 
administered intravenously, whereas no 
magnesium was administered to this group. 

4. Hematocrit (Fig. 4). Although only 
a small number of the determinations of the 
volume of packed red cells was performed, 
they make possible the following observa- 
tions: The R.B.C. volume tended to be 
high (an average of 50% on admission). 
This finding is particularly significant when 
confronted with the previously reported 
high rate of anemia. Thus, the patients 
tended to show hemoconcentration on ad- 
mission, but after therapy was started, the 
volume of the red cells came down to the 
normal limits. 


Discussion 


Delirium is not a specific disease, but 
a disturbance of consciousness(3) which, 
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like the related condition of toxic psy- 
chosis may be caused by any physical or 
chemical influence which interferes with 
the metabolism or colloidal state of the 
brain. The development of delirium is 
favoured by the presence of diffuse brain 
damage, the existence of an unbearable 
reality situation, particularly in individuals 
with poor object-relations and reality test- 
ing. The above mentioned factors lead to 
the confusion. The anxiety-laden hallucina- 
tions of the D.T. patient reflect his terror 
in the face of his own aggression, so in- 
tense that it can only be handled by pro- 
jection, and is experienced as endangering 
his life. The alcoholic’s insatiable demands 
tend to threaten and “exhaust” his attend- 
ing personnel who turn against him angrily 
and reject him. This behaviour serves both 
to “externalize” his aggression, and to act 
out the basic conflict of the alcoholic’s 
life. 

Although it has been conclusively de- 
monstrated that a variety of underlying 
problems may lead to problem drinking 
(4, 5, 6), the formulations of Sandor Radé 
concerning the “pharmacothymic personal- 
ity”(7, 8) have special pertinence in rela- 
tion to the genesis of D.T. Based mainly 
on his work, and with some oversimplifica- 
tion of the problem for the sake of making 


a generalization, the following observations 
are represented in Fig. 5. In the act of 
escaping depression and anxiety into a 
pharmacogenic elation, the addict gives up 
the reality-oriented regime of the ego, re- 
placing it with a dependence on the drug. 
However, the euphoriant effect of the drug 
becomes diminished with the passage of 
time. The fact that alcohol, like all other 
drugs, loses this effect after a period of 
continuous use, and particularly in the 
presence of illness or “troubles” is not 
fully appreciated by physicians. When the 
alcoholic can no longer get relief from his 
anxiety and depression by drinking (a 
state commonly preceding D.T.) he is 
thrown into a rage and panic which he 
often describes as feeling abandoned by 
the “whole world.” All his tenuous object- 
relations are experienced as sources of 
gratification, which alcohol supplies best 
of all, if only transiently. 

In the resulting pharmacothymic crisis 
he tries to master his desperate state in 
one of the following ways: 1. Flight into 
withdrawal from the drug into a drug-free 
interval, thus restoring the potency of the 
drug ; 2. Sadistic or masochistic acting out 
(explaining the conspicuous frequency of 
the alcoholics getting in fights—cf. the 
above reported incidence of traumatic in- 


FIGURE 4 
THe HeMatTocriT DETERMINATIONS 
(SHOWN IN VOLUME % OF R.B.C.) 


HEMATOCRIT 


DAYS IN HOSPITAL 


+ > 
Average 
2 4 5 6 
me 
‘ 


1959 | 


HENRY KRYSTAL 


M1 


jury before admission : 23% of all cases) ; 
3. Psychosis. The psychosis may be an 
“alcoholic hallucinosis” or delirium tre- 
mens. It seems that the presence of physio- 
logical deficits, such as we have observed 
(Figs. 1-4) favors the development of the 
latter. The pharmacothymic crisis repre- 
sents a great stress to the organism. In 
delirium tremens, the multiplicity of defi- 
ciencies clouds the picture. In contrast, 
withdrawal symptoms attending narcotic 
addiction, can be seen to be a gross activa- 
tion of the autonomic nervous system (with 
symptoms of either sympathetic or para- 
sympathetic over-activity predominant), 
as well as the adrenal response to stress. If 
the latter fails, the narcotic addict shows 
a loss of weight, fall in blood pressure and 
other signs of adrenal deficiency. 

Our next view of the patient in delirium 
tremens is also historical. As demonstrated 
above, 40% of patients in this series de- 
veloped symptoms of gastritis before ad- 
mission. Typically the patient lost his 


FIGURE 5 


appetite, and had a food intake often 
limited to alcohol and coffee or water for 
as long as 2-3 weeks, and for a variable 
number of days before admission suffered 
vomiting and all the other symptoms com- 
mon to alcoholic gastritis and peptic ulcer. 
The systemic consequences of the vomiting 
are: 1. Loss of water; 2. Loss of electro- 
lytes ; 3. Inadequate intake of food, par- 
ticularly vitamins. Water depletion alone 
results in symptoms somewhat different 
from those of combined water and electro- 
lyte depletion (Fig. 6). Whereas loss of 
water alone results in dryness of mem- 
branes, fever and concentration of urine, 
depletion of water and sodium results 
mainly in symptoms related to hypovolemia, 
namely hypotension, oliguria, as well as 
muscle cramps(34). 

Flink(9, 10), Suter and Kingman(11) 
show that in alcoholics with delirium 
tremens, there is a very high incidence of 
serum magnesium deficiency. This is con- 
firmed by our findings, as shown above. 
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What part of the symptomatology of D.T. 
may be due to magnesium deficiency can 
only be surmised on the basis of the 
following findings in experimentally pro- 
duced magnesium deficiency in animals 
(9, 10): 1. Apprehension and anxiety ; 2. 
Confusion ; 3. Muscular tremors ; 4. Deliri- 
um ; 5. Peripheral neuritis ; 6. Gradual in- 
crease in C.N.S. irritability with possible 
progression to convulsions, coma and epi- 
sthotonos.* Experimental and clinical evi- 
dence in magnesium deficiency produced 
in man by prolonged intravenous therapy 
shows that magnesium deficiency alone can 
produce symptoms thought to be part of 
delirium tremens such as anxiety, tremor 
and even delirium itself. 

As is noted above, the alcoholic shows 
frequent clinica] evidence of sodium deple- 
tion. With gastritis, vomiting, and poor 
food intake, sodium deficiency is marked, 
particularly so in hot weather. This fact 
alone probably accounts for the greater 


3 Symptoms of magnesium deficiency, like that 
of calcium, are related to its concentration in the 
serum in an available form. Alcoholics may have 
chronic serum magnesium deficiency, which as sug- 
gested by animal experiments, may also cause peri- 
pheral vasodilatation. 


mortality from D.T. in the summer months 
(12). Sodium deficiency in the range of 
120-130 meq./l., has been shown to be 
associated with delirium( 14). Although our 
determinations do not fall in ranges quite 
so low, there is possibly a potentiation of 
the deliriogenic effect by multiple de- 
ficiencies as observed in our patients, and 
particularly in the presence of brain dam- 
age. While gastritis is demonstrable in only 
40% of our patients, 52% have sodium 
deficiency and 78% have some electrolyte 
depletion. The clinically noted severity of 
electrolyte deficiencies suggests that some 
other factors must be operating. For the 
answer to this question we have to look to 
the 60% of D.T. patients who have no 
antecedent gastritis. Those develop delirium 
often after a hospitalization for an organic 
illness or traumatic injury(27). We can 
now recall that 68% of all patients show 
other illnesses when hospitalized for D.T. 
Each of such illnesses imposes a stress on 
the patient’s organism. Traumatic events 
often precede the onset of D.T. (e.g. the 
loss of a job or love object). When such a 
history is not obtainable it is the pharma- 
cothymic crisis which constitutes the stress. 

The chronic alcoholic, when subjected 
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to stress, is unable to respond normally. 
He develops hyponatremia and _ hyper- 
kalemia (Figs. 1, 2, 3) and is unable to 
resist infections, which very often spread 
to involve large portions of organs, and all 
too frequently become fulminating and 
deadly in spite of the use of antibiotics. 
In the current series of 700 patients, there 
were 16 deaths (2.5%). Five of these were 
caused by infections, in spite of adequate 
treatment with antibiotics. Of these 5, 4 
had leukocyte counts of 7,000 or less in 
the presence of overwhelming infection 
such as pneumonitis or peritonitis. The 
patient’s inadequate fibroblastic (inflama- 
tory) response had failed to wall off the 
invading organism. These two phenomena 
(salt depletion and poor fibroblastic re- 
sponse ) following a major stress suggest an 
inability to mobilize prophlogistic mineral 
corticoids(13). 

Why the alcoholic reacts thus, is not 
definitely known. Research in this area 
seems to implicate vitamin deficiency( 16, 
17, 18), as well as the effect of chronic 
liver disease(21), chronic stress due to 
anxiety (20), and the direct effect of alcohol 
on the pituitary-adrenal axis(18). The im- 
pression gained by this study is that the 
alcoholic in D.T. has a normal or high level 
of antiphlogistic glucocorticoids but a de- 
ficiency of prophlogistic mineral corticoids. 
Flink’s preliminary findings are compati- 
ble with such a state, as he reports high 
blood 17 hydroxycortisone in D.T.(22). A 
high cortisone, and low prophlogistic 
mineral corticoid level would be compati- 
ble with the electrolyte deficiencies, and 
lack of resistance to infection we observed 
—it would also favour peptic ulcerations— 
so common in the chronic alcoholic. D.O.C. 
(11 Desoxycorticosterone, a synthetic pro- 
totype of the prophlogistic mineral corti- 
coids [14, 15, 18]) inhibits the anti-in- 
flammatory effect of cortisone mol for mol. 

As in an Addisonian crisis, the alcoholic 
in adrenal insufficiency may progress from 
hypo-osmolarity of the extracellular fluids 
to intracellular overhydration. This is the 
etiology of the pathological observation es- 
tablished as a fact for over 100 years : That 
the brains of alcoholics in D.T. are often 
swollen when seen in autopsy(25, 26, 27, 
45). The brain encased in the rigid crani- 


um, cannot expand freely when swollen. 
The result is an increase in intracranial pres- 
sure. Brain swelling produces the most 
serious and prolonged symptoms in this 
group of patients. It may produce con- 
vulsions, cause coma, and interference with 
vital functions. Initial nuchal rigidity may 
progress to opisthotonos. The patient, if 
not comatose, is constantly hallucinating, 
terrified and shows grasping or scratching 
motions of his hands. Cranial nerve palsy, 
transient, and fixed conjugate deviation 
have been observed. Once the brain swell- 
ing is fully established, it seems to subside 
slowly and the patient may be comatose 
or very sick for as long as two weeks, if he 
survives. As mentioned above, the total 
number of deaths among the 700 D.T. 
patients was 16, 5 of which were due to 
infection. Of the remaining 11 patients, 6 
died of causes not directly attributable to 
D.T.* The remaining 5 cases had clinical 
evidence of brain swelling (2 had autopsy 
confirmation ). When a patient dies of D.T. 
rather than with it—the cause of death is 
brain swelling or overwhelming infection. 
Sceleth and Biefield, who studied autopsy 
results of patients who died of D.T. in 1916 
(when the mortality rate was 75%) stated 
that the “constant autopsy findings” were 
“cerebral edema, narrowing of the yellow 
rim of the suprarenal gland (due to diminu- 
tion of cholesterol content of the gland )— 
even to its complete disappearance . . .” 
(45). 
ConcLusIons 


The above considerations force one to 
view delirium tremens as having multiple 
determinations (Figs. 6 and 7) which re- 
sult in at least 6 clinically recognizable 
etiological factors: 1. Dehydration; 2. 
Magnesium deficiency; 3. Sodium and 
chloride deficiency ; 4. Brain swelling ; 5. 
Fulminating infection; 6. Panic state 
(pharmacothymic crisis). 

Good clinical judgment dictates that 
each of these conditions be recognized and 
treated specifically. The difficulty is created 
by the overlapping and “blending” of the 


4 The causes of death of these 6 patients were as 
follows: 2 each, D.O.A.=not known, and liver 
failure, and one each due to pulmonary embolism 
and enterocolitis with hemorrhage secondary to 


chronic liver disease. 
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respective symptoms with the non-specific 
symptoms of delirium. Figure 7 was de- 
signed to review the diagnostic and man- 
agement recommendations. It is self ex- 
planatory, and only a few points need 
further discussion. The analysis of our 
sample shows the correlation coefficient 
(r) between the sodium and magnesium 
serum levels to be -0.43 (Student's t = 
2.86 indicating the correlation to be sig- 
nificantly different from 0 at the 1% level. ) 
The cause for this inverse relation is not 
yet known, and needs further study. The 
emphasis, for the purpose of this discussion 
is on the necessity of separate and inde- 
pendent diagnosis of these electrolyte 
deficiencies, and the adjustment of therapy 
accordingly. 

Magnesium is best replaced by intra- 
muscular MgSO, 20-50% solution. As much 
as 8 gm. of magnesium per day, in divided 
doses may be given(9, 11, 25). Sodium and 


chloride deficiencies have to be replaced, 
early in the treatment, intravenously, be- 
cause of the vomiting. This is a reliable, 
and time-honored part of the treatment. At 
the same time, from the very beginning, 
vitamins are given, to enable the body to 
reconstruct its enzyme systems. Pending the 
resumption of normal adrenal function, 
signs of intracellular overhydration (par- 
ticularly brain swelling) or infection are 
an indication for the administration of 
desoxycorticosterone acetate (D.O.C.). A 
gradual withdrawal of the drug is neces- 
sary to prevent an acute relapse. In milder 
cases, the oral administration of syrup of 
glycerrhiza (1 oz. t.id.) or ammoniated 
glycerrhizin U.S.P. (4 gm./d.) is quite 
satisfactory. The active principle is the 
ammonium salt of glycerrhizic acid, which 
has a mild D.O.C.-like effect (28, 29, 30, 31 
and 32). 

Cortisone is considered contraindicated 
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in delirium tremens. Its antiphlogistic effect 
may cause gastric hemorrhage, or cause 
infections to get out of hand(23, 24). There 
is also a possibility that cortisone, through 
the inhibition of phosphate reabsorption 
(33), may favor hypomagnesemia. 

The last item in Fig. 7 is the problem of 
anxiety and insomnia. While it is usually 
necessary to use drugs for sedation of the 
disturbed patient, there is an important 
place for psychotherapy in the management 
of D.T. The impressions gained in this 
study are that the patient needs most 
urgently to reconstruct his reality testing 
vis-a-vis his terrifying aggressive wishes. 
The psychiatrist has, further, the function 
of helping the patient to own up to his 
great dependent needs. The demanding 
D.T. patient gains an opportunity to deal 
with those needs, if these are neither in- 
dulged indiscriminately and/or routinely 
nor rejected angrily thus paving the way 
for later outpatient psychotherapy. Reality- 
oriented psychotherapy may enable the 
patient to deal with the traumatic event 
that created the psychiatric emergency. 
The psychogenic aspects of D.T. need 
specific (psychotherapeutic) management, 
just as the other disturbances do. This can 
be augmented, but not replaced by the use 
of phrenotropic drugs. 

In the treatment of drug withdrawal syn- 
dromes, including alcohol, it is necessary 
to distinguish the relief of the symptoms 
of withdrawal from the restoration of drug 
elation. The physician is obliged to relieve 
the symptoms of withdrawal, but the ad- 
dict craves his lost euphoria. The conse- 
quence is that while his survival depends 
on the physician’s understanding and 
treating the physiological disturbance, the 
alcoholic constantly demands a euphoriant 
drug. Paraldehyde is a case in point, where 
this demand is fulfilled without the doc- 
tors awareness of it. Paraldehyde is a 
cyclic polymer made up of three molecules 
of acetaldehyde per molecule ; 70-88% of 
it is metabolized in the liver by depoly- 
merization to acetaldehyde, which is then 
oxidized to acetic acid (36, 37). Acetic acid 
has no effect on the brain(38). Acetalde- 
hyde, however, is also the intermediate 
product in the metabolism of alcohol( 41). 
Investigators in the field state that much, 


if not all, of alcohol’s effect on the brain 
—the very action of intoxication—is prob- 
ably not an effect of alcohol, but of the 
acetaldehyde it becomes converted to(42, 
43, and 44). With the use of paraldehyde 
we achieve the same effect as the clinicians 
of the past did with intravenous alcohol. 
We circumvent the gastritis and esophagitis 
preventing the alcoholic from getting large 
doses of alcohol, and supply enough ace- 
taldehyde to produce a euphoriant effect. 
This is exactly what the addict does to 
himself in taking more and more of his 
drugs, until he becomes comatose. Thus 
the “modified pharmacothymic regime” of 
Fig. 5. As long as paraldehyde is being ad- 
ministered, the withdrawal from alcohol 
is not accomplished. 

By far more dangerous, however, is the 
fact that the alcoholic sedated with paralde- 
hyde ceases to have or complain of the 
symptoms of his physiological disturbances, 
and the doctor may neglect them. This 
takes an unfortunate toll in patients’ lives. 
Of the 214 patients whose detailed chart 
study has been discussed, 145 were treated 
with several routines as they were admitted 
to various wards of the hospital. Every 
known treatment was used, including I.V. 
alcohol. Of those patients, 8 (5.3%) died. 
The remaining 69 were treated by the 
author, according to the principles of 
specific therapy as applied to D.T. in this 
paper. Not one of these patients died. 
Though this group is small, the results are 
statistically significant, even with provision 
for chance selection (Chi-square—5%), and 
compare favorably with the overall mor- 
tality of 2.5%. This improvement in results 
is not to be attributed to any one drug or 
procedure. The D.T. patient’s chance for 
survival depends on his physician’s applica- 
tion of the principles of specific psychiatric 
and physiological diagnosis, followed by 
specific, rather than a “routine” treatment. 


SUMMARY 


The current study involved the analysis 
of 700 cases of D.T., including a review 
of the causes of death of the 17 patients 
who succumbed to this illness. Forty-five 
patients were subjected to a study of their 
water and electrolyte disturbance. 

Delirium tremens was found to be a 


4 
4 
‘ 
t 
ace 
a 
: 
; 


146 


THE TREATMENT OF DELIRIUM TREMENS 


August 


combination of a physiological disturbance 
and an emotional stress in an individual 
whose relation to reality is, at best, tenuous. 
The particular mental event precipitating 
delirium was felt to be the “pharmacothy- 
mic crisis.” The physiological disturbance 
was found to be varied and consisting of 
one or more of the following syndromes : 
1. Dehydration ; 2. Low serum magnesium ; 
3. Low salt syndroine ; 4. Brain swelling. 
The last two, as well as the lack of re- 
sistance to infection, frequently found in 
delirium tremens, were assumed to be 
due to an inability to respond to stress. 
Owing mainly to a chronic vitamin defi- 
ciency, the alcoholic is unable to respond 
with the formation of desoxycorticosterone- 
like, prophlogistic mineral-corticoids. 
Methods of clinical diagnosis of the 
several physiological disturbances involved 
in delirium tremens were discussed, and 
suggestions were made to revise the man- 
agement of this syndrome accordingly.® 
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ALCOHOL IN THE IROQUOIS DREAM QUEST 


EDMUND S. CARPENTER ° 


Seventeenth century Iroquois used alco- 
hol to stimulate their mystical faculties. The 
various configurations around dreaming and 
the vision quest, present in their culture 
long before liquor was introduced, quickly 
became associated with it. 

References to this association are com- 
mon in the early literature. The most in- 
teresting is Historie de l'Eau-de-Vie en 
Canada,' a treatise by Francois Vachon de 
Belmont (1645-1732), Sulpician missionary 
to Indians near Montreal. To him it was a 
moral problem. He adhered to the normal 
Christian view of man as unique among 
the inhabitants of the earth in view of his 
rational soul. Reason made him the link 
between heaven and earth in the ordered 
chain of the universe. Reason, moreover, 
was the divine part, by means of which hu- 
man beings knew God : it showed itself in 
poised stature, grace of habits, beauty of 
speech, and—most important from the point 
of view of theology—in stability through 
virtue. True, he believed in apparitions of 
celestial personages to favored mortals, but 
only within the Christian scheme. To him, 
the drunken pagan was a man subject to 
continual insurrection from his irrational 
parts within, and to constant siege by Satan 
from without. That the pagan experienced 
visions, he didn’t doubt, but that these 
dream visitors could do anything but harm, 
he refused to believe. 

Indians, he wrote, held that through in- 
toxication they would “experience a new 
sort of elation that promptly and effective- 
ly achieved the end of taking them out of 
themselves.”* This belief had its roots deep 
in the vision quest. The active soul pro- 
vided the means of understanding the will 
of spirits by revealing in dreams their 
wishes and how to satisfy them. Self-study, 
dream cultivation and submission to dream 
control were dominant ideas of the inner 
life. Dreams were induced by both per- 
sonal and professional practices : seclusion, 


* Dept. of Anthropology, University of Toronto, 
Toronto, Ont., Can. 

1 Belmont, 1952. 

[hid., 46. 
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fasting, meditation. The dreamer inter- 
preted them first, then had them divined 
by another, thus indicating their external, 
not inner, origin.* 

The problem was this: the Jesuits, like 
most Christians, assumed that only moral 
answers which recognized man as a col- 
lective animal had any validity, and were 
unsympathetic to the fact that the Iroquois 
conceived such answers in personal terms, 
and knew the only ones they would accept 
would come out of the dark night of the 
vision quest. Hence, unlike the Jesuits, the 
Iroquois didn’t regard the temporary loss 
of mental control as sacrilegious—but on 
the contrary, believed that by getting out- 
side the ordinary human order, they would 
get inside a higher spiritual order, and 
thereby more intimately in touch with 
reality. They pursued the conviction that 
extreme, fringe situations had more validity 
than normal, central ones ; that there was 
more reality in experiences achieved out- 
side established social patterns than in nor- 
mal ones occurring inside of them. Striving 
for excess through ecstasy, frenzy, drunken- 
ness, they were led to the adoption of 
emotional, intuitive tests as the yardstick. 
An experience producing a big emotional 
bang was a valuable one, and became less 
valuable as what it produced decreased in 
intensity. By this standard, a scream was 
more significant than a thoughtful state- 
ment, and violent drunkenness was more 
real and significant than controlled, re- 
strained behavior, however much more 
creative it might be in the long run. 

Later on, I think, the emphasis shifted to 
the use of alcohol as a release—to reduce 
anxiety and liberate aggression.‘ But at this 
early stage, acting on the conviction that 
the drunken trance was a genuine meta- 
physical revelation, the Iroquois used al- 


3 Thwaites, 1896-1901, 10: 169-171; 11: 251; 
42: 151-159, 195-199 ; 47: 181; 54: 97-99, 141. 

4Ibid., 6: 253; 12: 13; 46: 103; 47: 183; 
51: 125; 53: 191; 55: 85; 61: 159; 62: 65, 
183 ; 67: 39; Kinietz, 1940: 344 ; Thwaites, 1904 : 
86, 92, 130, 148 ; Charlevoix, 1923, 2: 77 ; O'Cal- 
laghan, 1849-51, 1: 227 ; Boucher, 1883: 52. 


ay 
H 
Bas 


1959 7 


EDMUND S. CARPENTER 


149 


cohol to acquire spiritual power by stimu- 
lating mystical faculties “usually crushed 
to earth by the cold facts and dry criticisms 
of the sober hour . . . It makes him for a 
moment one with truth . . . This truth fades 
out, however, or escapes, at the moment 
of coming to . . . Nevertheless, the sense of 
profound meaning having been there per- 
sists.”5 

Sternly inhibited from any outward show 
of emotions by fear of retributory witch- 
craft, the 17th century Iroquois rode their 
emotions bareback under the protection of 
alcohol. Then in 1800, their prophet Hand- 
some Lake, combining Quaker teachings 
with elements of the old faith, established 
the New Religion taught in the Long House 
today. In one version of his Good Message, 
5 of the 130 sections are appeals for ab- 
stinence.® Soon temperance groups formed 
within the faith. But in the first two cen- 
turies of contact with Europeans, there was 
little in Iroquois religion to promote tem- 
perance, and there was much to encourage 
alcoholic excess. 

I believe this is an accurate summary of 
the position of the Jesuits, as revealed by 
their journals, and of the Iroquois, as re- 
vealed through the discerning, though 
prejudicial accounts of the Fathers. Neither, 
of course, had ever heard of Sigmund 
Freud or Social Work, but both had heard 
of God and spirits and so they thought and 
spoke in these terms, without recourse to 
words like reduction or catharsis. Their 
religion was the deepest thing in them. Its 
Dionysian features, common to many North 
American tribes, encouraged them to seek 
to attain, in their most valued moments, 
escape from the boundaries imposed on 
them by the five senses, to break through 
into another order of experience, to achieve 
excess in both ritual and personal experi- 
ence, and to value the illuminations of 
frenzy, believing with Blake that “the path 
of excess leads to the palace of wisdom.” 
The closest analogy to the emotions they 
sought was drunkenness, and so when al- 
cohol was made available to them they gave 
it an honored role. 

Missionaries and traders record that 
where liquor rations were limited, the Iro- 


5 James, 1902 : 387. 
6 Parker, 1912. 


quois would unite their several portions in 
a common stock, which they would then 
divide among a few of their number, thus 
enabling them to attain that complete in- 
toxication which, in their view, was the 


true end of all drinking :? 


. . » when they [tribes near Montreal, 1671- 
1699] have only enough brandy to induce 
drunkenness for only one, if four are present, 
three will not even take a taste. But one will 
be chosen to have the privilege of becoming 
inebriated. Many say that they cannot become 
intoxicated on a single glass of brandy, that 
there is only one degree of drunkenness worth 
while, the sort which they call “Gannontiou- 
aratonseri,” complete insobriety. And when 
they begin to feel the effects of the brandy 
they rejoice shouting, “Good, good, my head 
is reeling.” Then they begin to chant their 
“Gannonhaoury,” into which they put all the 
evil which comes to mind.® 


The fact that the Iroquois were not 
“ashamed of so infamous a vice”® but took 
“pride in getting drunk and in making 
others drunk”!® for “to be drunk is to be 
valiant”! apparently suffering no hang- 
overs,!* increased the opprobrium. The 
Jesuits didn’t seek to impose total absti- 
nor did the English,’* but “Drunk- 
enness, dreams and Impurity”!® were major 
obstacles to conversion ;!* moreover, the 
Jesuits were clearly shocked. 

Abbé Belmont begins with the observa- 
tion that insobriety in Europe, which is 
“looked upon there as a mark of good- 
fellowship, a source of pleasure and comfort 
which friends and convivial companions 
allow themselves,” should not be confused 
with Indian drunkenness which is “quite 


a different species of vice than what it is 


7 Parkman, 1901 : 373. 

8 Belmont, 1952 : 47-8. 

® Thwaites, 1896-1901, 61 : 159. 

10 [hid., 6 : 253. 

11 [bid., 51 : 129. 

12 Jt is uncertain whether this was a physiological 
reality, due perhaps to an absence of strong guilt 
feelings, or merely an expression of culturally-de- 
manded stoicism. 

13 Thwaites, 1896-1901, 61 : 57. 

14 O'Callaghan, 1849-51, 1 : 227. 

15 Thwaites, 1896-1901, 51 : 123. 

16 [bid., 11: 251 ; 22: 239; 42: 135, 147; 54: 
37, 101, 112. 
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among other people . . . a peculiar kind of 
insobriety.”!7 He writes : 


Insobriety among Savages was quite a dif- 
ferent species than the same weakness among 
Europeans. For the Savages, having found a 
beverage which could so quickly and effica- 
ciously enliven their dullness, take them out of 
themselves and give them thereby the ability 
and the bravado they desired, it was not long 
before drunkards could be seen killing one 
another, husbands burning their wives, wom- 
en disgracing their husbands, fathers throw- 
ing their children into burning caldrons.'8 


He continues : 


They saved brandy until they have collected 
enough to make themselves drunk. Then they 
take to drinking without eating (for eating 
would inhibit the effects of the brandy). When 
they feel their heads beginning to swim, they 
rejoice and start to chant their death song into 
which they pour all their imprecations against 
their enemies. Once inebriated, they throw off 
their clothing, or let it drop, and running about 
the town naked, beat one another. They bite 
each other's noses and ears so that there are 
few whole, entire visages remaining. They run 
about howling with knives in their hands ; 
they delight in seeing their women and chil- 
dren fleeing before them, as if they were mas- 
ters of the World.'® 


He then proceeds to list, with details, 
atrocities committed by drunken natives.*” 
Two centuries later, the details still make 
frightening reading. 

This was no exception. In 1642 Father 
Richard wrote that the Iroquois “did not 
buy our liquors on acount of any pleasant 
taste . . . but simply to become intoxi- 
cated” ;*! while Father Carheil in 1668 said 
he was certain that Cayuga “drink only to 
intoxicate themselves ; they say so openly, 
and sing their intention to do so, before 
executing it, and that they are heard to 
shout, ‘I am going to lose my head ; I am 
going to drink of the water that takes one’s 
wits away.’ 

Alcohol was used for the cultivation of 
dreams ; to the ancient rite of dream recita- 
tion was added the drink-all party : “Gen- 


17 Belmont, 1952 : 45. 

18 [bid., 49. 

19 [bid., 52. 

20 [hid., 53-57. 

21 Thwaites, 1896-1901, 22 : 243. 
22 [hid., 52: 193. 


erally all savages drink to intoxicate them- 
selves,” wrote Noyan, “It has become the 
basis of the religion !”** 

“All that they dream,” wrote Father 
Bruyas in 1668, “must be carried out.” 
Since dream commands weren't personal 
wishes, but divine orders, individuals 
weren't held responsible for acts com- 
mitted in obedience to them.”° Abbé Bel- 
mont, in a hypothetical dialogue between 
priest and pagan has the Indian say, 
“Drunkenness excuses everything.”** Liter- 
ally scores of cases are described by mis- 
sionaries and traders where Iroquois who 
committed serious crimes enjoyed impunity 
because they were intoxicated at the time. 

The Jesuit Relations are full of accounts 
of dream recitations and obedience to 
dream commands, as well as to the Iroquois 
interpretation of the experience of intoxica- 
tion as equivalent to the dream experience. 
It’s tempting to quote such cases at length, 
for they are rich in detail and variation. 
But my point is simply this: to the Iro- 
quois, intoxication originally meant not 
flight, but search ; not escape, but fulfil- 
ment; not loss of self, but discovery of 
self. To them it was a positive, spiritual 
experience. 

In later centuries they drank themselves 
into a stupor, not for the purpose of seek- 
ing out a guardian spirit, but because they 
were depressed—it was, they thought, a way 
out of their miseries. I think it might even 
be related to a “will to death.” Surely this 
has been the opinion of most observers. 

Thus the primary role of alcohol in Iro- 
quois life changed over the centuries : the 
emphasis shifted from alcohol as the dream- 
maker in the 17th century, to alcohol as a 
release of tension and aggression in the 
18th, and then to alcohol as evil in the 
19th century—defined by the Prophet Hand- 
some Lake, as the work of the devil. But 
the earliest interpretation was never wholly 
superseded and it may even persist to a 
limited degree among some of the modern 
Iroquois. 


23 Noyan, 1912: 75. 
24 Thwaites, 1886-1901, 51: 125. 


25 I[bid., 22: 243 ; 46: 103; 51: 125; 54: 99- 
101 ; 61: 173; Charlevoix, 1923, 2: 31; Kinietz, 
1940: 344. 

26 Belmont, 1952 : 63. 
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A STATISTICAL STUDY OF FIRST ADMISSIONS WITH 
PSYCHONEUROSES IN NEW YORK STATE, 1949-1951 * 


BENJAMIN MALZBERG, Pu.D.? 


In any one year a large number of pa- 
tients are admitted to mental hospitals, but 
another group remains in the community. 
There is no general agreement as to the 
ratio of these two groups, though some esti- 
mates make them equal. Nevertheless, ad- 
missions to mental hospitals are so numerous 
that they have furnished the basis for most 
studies of the incidence and distribution of 
mental diseases. In the case of the psycho- 
neuroses, however, the great majority re- 
main in the community, and do not enter 
into any system of statistical reporting. 
Therefore, statistical studies of the fre- 
quency of the psychoneuroses are neces- 
sarily incomplete. Nevertheless, some useful 
information is available, if one considers 
hospitalized cases as representing the more 
severe and handicapping range of symp- 
toms. 

On this basis, we may consider the trend 
of first admissions with psychoneuroses to 
the New York civil State hospitals. These 
data are available since 1912. In recent 
years, such first admissions have averaged 
from 500 to 600 per year. In the early 
years, however, the totals were so small 
that it was necessary to average them over 
intervals of 3 years, in order to obtain 
significant results. Relative to all first admis- 
sions, there has been a significant increase 
in first admissions with psychoneuroses. The 
latter have grown from 1.5% of the total in 
1914 to 4.3% in 1954. 

The corresponding rates of first admissions 
per 100,000 population rose slowly between 
1914 and 1930, then increased more rapidly 
to 3.6 in 1940. The rate dropped during 
World War II, but resumed the upward 
trend subsequently. Though it cannot be 
concluded from these data that there has 
been a relative increase in the psychoneu- 
roses in New York State, it may be said 


1 This investigation was supported by a research 
grant from the National Institute of Mental Health, 
of the National Institutes of Health, of the United 
States Public Health Service. 

2 Principal Research Scientist, Research Foundation 
for Mental Hygiene, Inc., Albany, N. Y. 
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that such admissions to the State hospitals 
have increased, which is a fact of social 
importance in itself. 

Who are first admissions with psycho- 
neuroses ? What are their characteristics, 
and from what elements of the general 
population do they come? Answers will 
be sought through a consideration of such 
first admissions to all hospitals for mental 
disease, public and private, in New York 
State, from October 1, 1948 to September 
30, 1951. The middle of this period, April 1, 
1950, was the date of the federal census of 
population, and this permits us to compute 
average annual rates of first admissions. 
The data refer primarily to white first ad- 
missions during this period. 

There were 3,472 white first admissions 
with psychoneuroses. Of this total, 1,664, 
or 47.9%, were admitted to the civil State 
hospitals. An equal number were admitted 
to the licensed hospitals. This is in marked 
contrast to the relative distribution among 
all white first admissions during the same 
period. Of the latter, 78.9% were admitted 
to the civil State hospitals, and only 18.4% 
to the licensed hospitals. The difference 
resulted in large part from the higher eco- 
nomic status of psychoneurotics, which 
made private facilities more available to 
them. There is also a selective process, 
however, whereby the private hospitals are 
less likely to admit patients with psychoses 
associated with advanced age. But even 
first admissions with dementia praecox are 
underrepresented among admissions to the 
licensed hospitals, as they amounted to only 
15.7% of the total of such admissions, com- 
pared with 47.9% for psychoneurotics. 


LEGAL STATUS 


Closely related to the question of the 
relative frequency of admissions with psy- 
choneuroses to public and private mental 
hospitals is the type of admission procedure. 
Thus, of all white first admissions during 
1949-1951, 61.1% were admitted by ju- 
dicial certification. Only 19.4% made volun- 
tary applications. Among the psychoneu- 
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rotics, however, only 17.2% were certified 
judicially, whereas 67.1% were admitted on 
voluntary application. The difference is due 
primarily to the admission policies of pri- 
vate hospitals, whereby voluntary applica- 
tion is given preference over other forms 
of admission. It is also true, however, that 
psychoneurotics have, generally, a better 
understanding of the value of voluntary 
application. 


AGE 


There were 3,576 first admissions with 
psychoneuroses (both white and non- 
white ) to all hospitals for mental disease in 
New York State during 1949-1951. Two- 
thirds of the admissions were aged between 
20 and 44. The average age was 38.2 years. 
The average ages were 39.0 and 37.6 for 
males and females, respectively. 

The average annual rate of first admis- 
sions was 8.0 per 100,000 population. The 
rate rose to a maximum of 16.1 at ages 30 
to 34, and declined steadily at higher ages. 
Males and females had similar trends, the 
rates rising to maxima in early adulthood. 
Males reached their maximum rate about 
5 years earlier than females. However, the 
rates were generally higher for females than 
for males at all ages. The average rates 
were 9.1 and 6.9 for females and males, 
respectively. The excess of the rates for 
females was relatively greater at ages under 
40. 

The several types of psychoneuroses 
varied in their age distributions at first 
admission. The oldest were those with 
hypochondriasis and those with reactive 
depressions. Among the whites, these 
groups had median ages of 48.3 and 39.9 
years, respectively. The others were 
grouped closely with median ages varying 
from 32.2 among those with hysteria to 
35.9 for the mixed category. 


ENVIRONMENT 


The average annual rate of first admis- 
sions with psychoneuroses during 1949-1951 
was 8.3 per 100,000 white population. The 
urban population (defined as those living 
in incorporated places with a population 
of 2,500 or over) had a rate of 8.9. The 
remainder of the population, which was 
considered rural, had a rate of 6.3. 


Unlike the experience with other groups 
of mental disorders(1), New York City 
had a lower rate than the other urban 
areas. Since the several areas and types 
of population differ with respect to admis- 
sions, it is necessary to use standardized 
rates. These also show that urban popula- 
tions had higher rates than rural popula- 
tions, and New York City had a lower rate 
than the remaining urban population. It 
is probable that New York City, with a con- 
centration of private psychiatrists, sends a 
large proportion of psychoneurotics to such 
facilities, as a result of which they do not 
count. as first admissions to mental hos- 
pitals. It is also known that New York City 
includes certain populations which recog- 
nize only to a limited degree the need for 
treatment of psychoneurotic conditions(2). 
How large a correction should be made for 
these factors in the rate for New York City 
is not known. 


ECONOMIC STATUS 


First admissions to hospitals for mental 
disease are classified with respect to eco- 
nomic status as follows(3) : 

Dependent—Lacking in the necessities of 
life or receiving aid from public funds or 
persons outside the immediate family. 

Marginal—Living on earnings but ac- 
cumulating little or nothing, being on the 
margin between self-support and depend- 
ency. 

Comfortable—Having accumulated _re- 
sources sufficient to maintain self and 
family for at least four months. 

On the basis of such definitions, it has 
been found(4) that first admissions with 
mental disorders of organic origin include 
low percentages with comfortable economic 
status. Among first admissions with general 
paresis and alcoholic psychoses, the per- 
centages were 11.1 and 10.1, respectively, 
during 1949-1951. Among arteriosclerotics 
and seniles they were 13.2 and 9.8, respec- 
tively. This increased to 18.7 among first 
admissions with dementia praecox. All were 
low, however, in comparison with the per- 
centages for involutional psychoses (32.0) 
and manic-depressive psychoses (38.9). 
First admissions with psychoneuroses were 
comparable with the latter groups. A third 
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of the psychoneurotics were classified as in 
comfortable circumstances. 

However, these statistics, though sug- 
gestive, dc not give conclusive evidence of 
a relation between economic status and 
the freyuency of mental disease. This re- 
quires, in addition, a similar classification 
of the general population, which, however, 
is not available. 

Another approach may be made by a 
consideration of occupation, to which eco- 
nomic status is closely related. The census 
cf 1950 classified che employed population 
by age and occupation. First admissions 
were classified similarly, but there,is un- 
doubtedly a degree of misclassification, 
since census enumerators and hospital staff 
did not always classify in the same manner. 
Furthermore, the tendency to hospitalize 
varies among psychoneurotics, so that we 
may expect a large proportion of the eco- 
nomically affluent to be treated privately. 
Nevertheless, males in professional cate- 
gories had a high rate of first admissions 
with psychoneuroses, as did farmers and 
farm managers. White females of the pro- 
fessional class had a high rate, whereas 
operatives and domestics had relatively low 
rates. 

Considering the degree of reliability of 
such data, it appears justifiable to conclude 
that, on the whole, they substantiate the 
belief that the psychoneuroses are relatively 
more prevalent among the higher economic 
classes. 


EDUCATION 


Previous investigations have shown that, 
in general, the rate of first admissions to 
hospitals for mental disease varies inversely 
with degree of education. An exception was 
found in the case of the manic-depressive 
psychoses, where those with the highest 
degrees of education also had the highest 
rate of first admissions(5). To the latter 
group we must now add the psychoneu- 
roses. 

The federal census of 1950 classified the 
general population by education, according 
to the highest grade completed. Because 
the highest grade was unascertained for a 
large percentage of first admissions, the 
latter were grouped into 4 classes: no 
education, elementary school, high school 
and college. The average annual rates of 


first admissions for 1949-1951 were com- 
puted for those aged 25 years or over, be- 
cause formal education may be regarded as 
completed by that age. The average annual 
rate increased steadily from 6.1 per 100,000 
among those with no formal education to 
16.8 among those with some degree of 
college education. 

Since the relative frequency of the psy- 
choneuroses varies with respect to age and 
sex, the rates were recomputed on the basis 
of a standard population, aged 25 years 
and over. Thus, for constant sex and age 
proportions, the average annual rate in- 
creased among both males and females 
from a minimum among those with no ed- 
ucation to a maximum among those who 
had attended college. 

It appears, then, that first admissions 
with psychoneuroses, like manic-depressive 
psychoses, come from a higher social level 
than other groups of first admissions. It is 
sometimes asserted that this is a statistical 
illusion, deriving from the possibility that 
members of a higher social class may re- 
ceive a more favorable diagnosis. We do 
not have the data necessary for assessing 
the weight of this argument. It is doubtful, 
however, that such an interpretation can 
be applied to the large numbers who are 
admitted to the State hospitals. 


MARITAL STATUS 


As with other groups of mental disorders, 
there are significant differences in the rates 
of first admissions with psychoneuroses, 
when they are compared with respect to 
marital status. In general, the unmarried 
have a higher rate than the married. The 
highest rates as might be expected, occur 
among the separated and divorced. The 
rate for the widowed appears low, when 
compared with the single and married 
groups. This results from the different age 
distribution of the widowed population. 
When standardized, the rate for the 
widowed is higher than that for the 
married, and is on a par with that for the 
single. 

It is probable that the psychoneuroses act 
selectively with respect to marriage. Severe 
disorders will reduce the probability of 
marriage. With advancing age, the un- 
married (single) population is left with a 
higher proportion of the unstable. Conse- 
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quently, the relative excess of rates of first 
admissions among the single is greater at 
ages beyond 35. This progressive action by 
selection is limited, however, to males. Ap- 
parently, marriage is less of a selective 
factor among females, in accordance with 
principles which make the male the more 
active partner. 

The high rates of first admissions among 
the separated and divorced are indicative 
of the emotional instability of large sections 
of these groups. 


RACE 


There were 3,576 first admissions with 
psychoneuroses, of whom 3,472, or 97.1%, 
were white. Of the remaining non-white 
group, 92 were Negroes. Because they con- 
stitute so large a part of the whole, the 
characteristics of the white first admissions 
differ only slightly from those for the entire 
group of first admissions with psychoneu- 
roses. Thus, the average age of the white 
first admissions was 39.3 years for males, 
37.8 for females, and 38.4 for both sexes. 
The average annual rates per 100,000 cor- 
responding population were 7.1 for males, 
9.6 for females, and 8.3 for both sexes. 

The 92 Negro first admissions with psy- 
choneuroses represented only 1.5% of total 
Negro first admissions, compared with 6.8% 
among whites. They were younger than 
whites, the average ages being 30.9 for 
Negroes and 38.4 for whites. The average 
annual rate was 3.3 per 100,000 Negroes, 
compared with 8.3 for whites. Whereas 
white females had higher rates than white 
males, Negro males had higher rates than 
Negro females. Differences in average rates 
between Negroes and whites cannot be at- 
tributed to differences in age or sex pro- 
portions of the corresponding populations, 
because, when standardized for age and 
sex, the average annual rates were 10.8 for 
whites and 3.7 for Negroes. Furthermore, 
when limited to New York City which in- 
cluded 81% of the Negro population of New 
York State, the standardized rates became 
9.4 for whites and 3.2 for Negroes. It is 
clear, therefore, that the relative rate of 
first admissions with psychoneuroses was 
higher for whites than for Negroes. How- 
ever, the question inevitably arises as to 
whether Negro psychoneurotics are hos- 
pitalized as readily as whites. This is not a 


question of prejudice with respect to ad- 
mission to hospitals, which does not occur 
in the New York State hospital system. 
There is a strong probability, however, that 
Negro psychoneurotics may carry on more 
easily in their own communities, and that 
tolerance for them is greater. If so, this 
would account in part for the lower rate of 
such first admissions among Negroes. Simi- 
lar social factors, operating more intensively 
among Negro females may explain their 
lower rates of first admissions with psycho- 
neuroses than Negro males. 

Other than a classification of the popula- 
tion by color (i.e., white, Negro), the 
federal census does not give any more de- 
tailed descriptions. Thus, though white 
first admissions to mental hospitals in New 
York State are described in broad ethnic 
terms, there is no corresponding classifica- 
tion of the general white population. This 
makes it impossible to compute rates of 
first admissions for some large groups in 
New York State, such as those of Irish or 
Italian origin. 

Some differences are apparent, however. 
Thus, whereas 6.2% of all white first ad- 
missions during 1949-1951 were diagnosed 
as psychoneurotic, the corresponding per- 
centage for Jews was 10.4. For Irish and 
Italians, the percentages were only 4.8 and 
5.1, respectively. 

For the white population of New York 
State, the average annual rate of first ad- 
missions with psychoneuroses was 8.3 per 
100,000. The Jews were estimated conserva- 
tively to represent 15% of the white popula- 
tion of New York State in 1950(6). This 
implies a population of 2,080,000 Jews in 
1950. There were 853 Jewish first admis- 
sions with psychoneuroses, which gave an 
average annual rate of 13.7 per 100,000. The 
rate for the remaining non-Jewish white 
population was 7.4 per 100,000. Considera- 
tion must be given to the fact that the vast 
majority of Jews in New York State live in 
New York City. There were 741 Jewish first 
admissions with psychoneuroses from New 
York City, which gave an estimated average 
annual rate of 11.8 per 100,000. There were 
870 white non-Jewish first admissions, giv- 
ing an estimated average annual rate of 
5.8, only half that for Jews. This confirms 
the oft-repeated statement that Jews have 
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a higher incidence of psychoneuroses than 
non-Jews. 

It has been suggested, however, that part 
of their excess results from a greater will- 
ingness by Jews to seek medical advice, 
and, in particular, to a more favorable at- 
titude towards psychiatry and psychiatrists. 
A lesser frequency of statistical reporting 
of the psychoneuroses by other groups, such 
as Irish and Italian, is attributed in part 
to contrary attitudes(7). However, this 
does not alter the probability that Jews 
have a higher rate of psychoneuroses than 
non-Jews. 


NATIVITY 


Of the 3,472 white first admissions with 
psychoneuroses, 2,899, or 83.5%, were na- 
tive-born and 573, or 16.5%, were foreign- 
born, The average age of the native-born 
was 37.0 years. Native white males and 
females had average ages of 37.8 and 36.5 
years, respectively. The foreign-born were 
much older, males having an average age 
of 46.6 years, females an average of 44.9 
years. The average for both sexes was 45.4. 

Native whites had an average annual rate 
of 8.5 per 100,000 corresponding popula- 
tion. Foreign whites had a rate of 7.6. For 
each sex, the foreign-born had a lower rate. 
The rates were influenced, however, by the 
differential distribution of the two popula- 
tions with respect to age. The native-born 
are relatively more numerous at the young- 
er ages (i.c., under 40), where the specific 
age rates are high. The foreign-born are 
weighted at the older ages, where the rates 
are relatively low. When the rates were 
standardized with respect to age and sex, 
using the population of New York State on 
April 1, 1950, aged 15 years and over (in 
5 years intervals) as standard, then the 
rates became 11.2 and 12.1 for native and 
foreign-born, respectively. A further correc- 
tion may be made by limiting the compari- 
son to New York City, since the foreign- 
born population is predominantly urban. 
On this basis, the standardized rates be- 
come 9.5 and 11.7 for native and foreign- 
born, respectively. This indicates a higher 
rate of first admissions with psychoneuroses 
among the foreign-born. 

Unlike the psychoses, more cases of psy- 
choneuroses are treated privately, and 
therefore do not enter into statistics of hos- 


pital admissions. It is probable that this 
has a greater effect upon the statistics of 
the native than upon the foreign-born. 
Hence, to an unknown degree, the rate of 
first admissions with psychoneuroses is un- 
derrated among the native-born. 

It may be noted that the standardized 
rates for New York City are less than those 
for the State as a whole. New York City 
has a heavy concentration of psychiatrists 
and of clinical facilities. This is generally 
supposed to increase the number of recog- 
nized cases of mental disorders, including 
psychoneuroses. Other things equal, we 
should have expected higher rates for New 
York City. As pointed out previously, cer- 
tain population groups do not encourage 
the treatment of psychoneuroses. These 
groups are concentrated heavily in New 
York City, and hence tend to reduce the 
rate of such first admissions. 


MIGRATION 


It has been demonstrated that rates of 
mental disease, as measured by first ad- 
missions, are higher among migrants than 
among non-migrants(8). The census data 
for 1950 make it necessary to use place of 
birth as an index of migration. Thus, native 
whites, born in New York State and resi- 
dent in New York State in 1950 may be 
considered as non-migrants; those born 
elsewhere in the United States but resident 
in New York State in 1950 may be re- 
garded as migrants. 

On this basis, the difference in average 
annual rates of first admissions with psy- 
choneuroses between migrants and non- 
migrants in New York State during 1949- 
1951 is well marked. For males, the rates 
were 6.4 per 100,000 for non-migrants and 
11.6 for migrants. The corresponding rates 
for females were 8.6 and 15.6, respectively. 
For both sexes combined, the rates were 
7.4 and 13.7, respectively. 

Since migrants are younger than non- 
migrants, the rates were recomputed on the 
basis of a standard population. On this 
basis, the corrected rates became 11.6 and 
8.4 for migrant and non-migrant males, re- 
spectively ; 15.5 and 10.7 for the corres- 
ponding female populations ; and 13.7 and 
9.7, for both sexes combined. Thus, the 
rates for migrants remained in substantial 
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Though they undoubtedly constitute one 
of the largest categories of mental disor- 
ders, the psychoneuroses represent a small 
proportion of hospitalized cases. It is com- 
mon knowledge that many psychoneurotics, 
even without treatment, carry out their 
social obligations. Others are treated pri- 
vately, and therefore do not enter into 
hospital statistics. But of the unknown total 
of psychoneurotics, some, because of the 
severity of symptoms, are hospitalized. The 
records of the New York State Department 
of Mental Hygiene show that first admis- 
sions with psychoneuroses to the civil State 
hospitals have grown to approximately 4% 
of the total first admissions, and repre- 
sented a rate of 4.3 per 100,000 population 
in 1954. As an indication of their social 
status, it may be noted that almost half 
are admitted to the licensed hospitals, in 
contrast to only 20% of all first admissions. 

First admissions with psychoneuroses 
were admitted to all mental hospitals in 
New York State at an average age of 38.2 
years. The average annual rate was 8.0 per 
100,000 population. The rate rose to a maxi- 
mum of 16.1 at ages 30 to 34. At all ages, 
females, generally, had higher rates than 
males. 
Urban populations had higher rates than 
the rural populations. It is significant, how- 
ever, that New York City had a lower rate 
than the remaining urban population. This 
was due, in part, to several large aggregates 
of population in New York City, who do 
not encourage treatment for what they con- 
sider minor disorders. 

In general, only a small percentage of 
first admissions are described as being in 
comfortable economic circumstances. A 
third of the psychoneurotics, however, fall 
in this category. The only other comparable 
groups are those with involutional psy- 
choses and manic-depressive psychoses. 
Some support for this conclusion is found 
from rates of first admissions according to 
occupation. Groups high in the occupation- 
al scale appear to have high rates of first 
admissions with psychoneuroses. 

The higher social status of psychoneu- 
rotics is also seen through a consideration 


of degree of education. Thus, only 45% of 
all white first admissions, aged 25 years and 
over, had been to high school or college, 
whereas these degrees of education had 
been attained by two-thirds of the first ad- 
missions with psychoneuroses. In fact, 20% 
of the latter had been to college. The rate 
of first admissions among psychoneurotics 
was higher for those with some degree of 
high school or college education than for 
those with no education or only elementary 
education. 

With respect to marital status, the highest 
rate of first admissions occurred among the 
divorced, followed by the separated. The 
lowest rate occurred among the married. 

The rate for Negroes was approximately 
a third of that for whites, despite the fact 
that the total rate of first admissions for 
Negroes is greatly in excess. It is not known 
at present whether the lower rate for psy- 
choneuroses represents a racial characteris- 
tic. It is probable, however, that hospital- 
ization for psychoneuroses is less likely to 
occur among Negroes, because of the great- 
er tolerance exercised by the Negro com- 
munity in this respect. 

Jews have a higher rate of first admissions 
with psychoneuroses than the remaining 
non-Jewish white population. 

Native whites residing in New York 
State, but born in other states have a higher 
rate than native whites born in and re- 
siding in New York State. This is inter- 
preted as showing that migrants have a 
higher rate than non-migrants. 
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VALUE AND LIMITATIONS OF A PSYCHIATRIC DEPARTMENT IN A 
GENERAL HOSPITAL IN BOMBAY (INDIA) 


N. S. VAHIA, M.D.! 


We have reviewed the work of the psy- 
chiatric department of our hospital which 
was established in 1947, to determine what 
has been accomplished.? The annual ad- 
missions did not increase materially until 
1950, but since then the increase has been 
remarkable : from 212 in 1950 to 1,914 in 
1955. Diagnostic classification (1950) is 
shown in Table 1. 

The wide variety of cases indicates a re- 
markable desire on the part of the patients’ 
family doctors to send them to a general 
hospital. Also, the value of such a variety 
of cases for teaching undergraduate and 
post graduate student is very evident. Ad- 
mission of psychiatric cases in this hospital 
is limited because of the small number of 
beds allotted to us. “Reactive Psychosis” 
represents cases in which psychosis was 
precipitated by severe mental strain in the 
immediate past. 


1 From the Department of Psychiatry, K. E. M. 
Hospital, Parel, Bombay, India. 

2 My thanks are due to the Superintendent, Thana, 
for giving necessary data from the mental hospital and 
to the Dean of the K. E. M. Hospital, Bombay, for 
allowing me to use the records of the hospital for 
this paper. 


The duration of illness is shown in Table 
2. This shows that although the need of 
such a department is well appreciated by 
the medical profession and the public, the 
need for early detection of psychiatric ill- 
ness in order to get better therapeutic re- 
sponse is not well appreciated by them. IIl- 
ness “since birth” represents some of the 
mentally retarded children. 

Almost half the cases coming to the de- 
partment have been referred by other 
departments of the hospital (Table 3) 
showing the realization amongst other spe- 
cialities in medicine of the need of psychi- 
atric evaluation in many of the cases com- 
ing to them. 

Although the ratio of male to female pa- 
tients in the outpatient service is about 
2 to 4, the ratio for the psychiatric depart- 
ment is 5 to 3. Whether this higher inci- 
dence in females is due to inequality of the 
social status of women in our country is 
very hard to say. The number of children 
attending the department is less because 
they go to the child guidance clinic in our 
sister institution Bai Jerbai Wadia Chil- 
dren’s Hospital. 


TABLE 1 


Types or CASES 


Types 


Schizophrenia 
Manic-Depressive Psychosis 
Paranoia 

Post-partum Psychosis 
Acute Psychotic State 
Reactive Psychosis 
Psychosomatic Illness 
Anxiety State 
Hysteria 

Sex Disorders 
Epilepsy 

Mental Defect 
Miscellaneous 


Number of Cases 
O.P.D. 


191 
132 
36 
31 
63 
38 
169 


Mental Hos. 


325 
400 


Indoor 


Total 


CQ 


158 


| 
| 
is 
ga 
a 
| 
J 
L 
4 
hi 
4 
| 
1950 
1 
8 
0 
0 
0 0 
0 
15 158 0 
207 
li 7 36 
302 
= 


1959 


N. S. VAHIA 


159 


Treatment.—It was difficult to evaluate 
our therapeutic efficiency from our records 
because the cases that were given symp- 
tomatic treatment such as hypnotics could 
not be properly followed up. Those that 
were given drugs like Dexedrine, Largac- 
til or Rauwolfia alkaloids also have not 
been carefully followed up because of lack 
of sufficient cooperation from patients. Only 
the cases that received “special” treatments 
have been comparatively well recorded. It 
must be stated that the results recorded 
here were those at the time the treatment 
was discontinued because in the absence of 
psychiatric social service, satisfactory fol- 
low-up of the patients was not possible. One 
outstanding item noted by us was the re- 
markably small number of cases receiving 
these special treatments, compared to the 
much larger number in need of them. This 
was mainly due to the shortage of staff and 
number of beds. 

Psychosis.—On the whole, psychoses were 
treated with ECT, cardiozol convulsive 
treatment and insulin treatment. Analysis 
of insulin coma treatment results have not 
been included here as this paper is mainly 
based upon outpatient work. Insulin sub- 
coma treatment was given in the outpatient 
department not only for psychosis but also 
for other cases. The details of this work 


TABLE 2 


have been published in a previous paper. 
The response to these treatments is shown 
in Tables 4, 5 and 6. 

Psychoneurosis and Other Mal-Adjust- 
ments.—Patients with psychoneurosis, psy- 
chosomatic illness and other maladjust- 
ments were given superficial psychotherapy 
together with drugs like methedrine, pen- 
tothal and carbon dioxide, which would 
reduce the length of psychotherapy so that 
a greater number of patients could be 
taken. The results are presented in Table 7. 
The results have been further analysed ac- 
cording to the drugs used as an aid to the 
psychotherapy (See Tables 8, 9 and 10). 
We were impressed by the fact that our 
results were poor compared to those when 
we had a full time trained psychiatrist for 
this work previously. 


CoMMENTS 


1. The data show that a psychiatric de- 
partment in a general hospital is better 
placed than a mental hospital, not only for 
the treatment of patients with psychosis but 
for those with psychoneurosis, psychoso- 
matic illness and other maladjustments who 
would not usually go to a mental hospital. 

2. The medical men, at least in the big- 
ger cities, in our country seem to be aware 
of the need of psychiatric help for patients 


DuraTION OF ILLNEss (1954) 


Up to 1 Month 
1-6 Months 

6 Months to 1 Year 
1-3 Years 

More than 3 Years 
Illness since Birth 


Total 


TABLE 3 
CasEs IN PsYCHIATRIC DEPARTMENT 


No. of Cases 


O.P.D. Indoor 


291 34 
456 26 
365 7 
346 12 
390 10 
66 4 
1914 93 


Cases referred 
from other 
departments 


643 


New Cases 


1271 


O.P.D. Cases 
Total 


Indoor Cases 


93 


1914 


here 
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coming to them with psychological or so- 
matic complaints. Amongst other specialties 
also, the need to study the psychiatric 
factors is gaining more recognition. 

3. Although drugs like Largactil and 
Rauwolfia alkaloids to a certain extent have 
decreased the need for physical treatments 


in psychosis, the demand remains great for 
these treatments. The discrepancy between 
the demand and our ability to keep pace 
with it was most marked in cases that 
needed psychotherapy. This had increased 
the burden on the psychiatric department 
particularly because by its very nature psy- 


TABLE 4 


ELEectTRICAL CONVULSIVE TREATMENT 


No. of 


Duration of Illness Cases 


Less than 6 months 47 
6 months-1 year 16 
1-3 years 4 
More than 3 years 4 


Total 71 


SI. Imp. TD. 
4 13 


No Imp. 


0 


CaRDIOZOLE TREATMENT 


No. of 


Duration of Illness Cases Rec. 


Less than 6 months 28 
6 months-1 year 7 
1-3 years 2 
More than 3 years 3 


T.D. 
14 


G. Imp. Sl. Imp. No Imp. 


40 


TABLE 6 


INSULIN SUBCOMA TREATMENT 


No. of 
Cases 


Duration of Illness 


Less than 6 months 54 
6 months-] year 17 
1-3 years 4 
More than 3 years 10 
Total 85 


G. Imp. SI. Imp. No Imp. 


TABLE 7 


SUPERFICIAL PSYCHOTHERAPY 


No. of 


Duration of Illness Cases Rec. 


Less than 6 months 24 
6 months-1 year 9 
1-3 years 22 
More than 3 years 15 
Total 


Si. Imp. T.D. 


1 13 4 
1 3 1 
1 17 2 
] 11 3 
4 44 10 


G. Imp. No Imp. 


160 ; ae 
Rec. G. Imp. 
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3 7 1 
0 0 1 
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chotherapy is a time taking procedure and 
the personal attention that every patient 
requires is hard to provide in absence of 
sufficient staff. 

Lately, we have been able to provide 
facilities for group therapy. We are study- 
ing its value but it is too early to present 
our impressions. 


SUMMARY 


1. Considering the stigma associated 
with mental hospitals, the psychiatric de- 
partment of a general hospital is a much 
better place, not only for detection and 
treatment of early cases of psychosis, but 
also for various kinds of psychoneurosis. 

2. As a much wider variety of cases of 


psychiatric illnesses attended the psychi- 
atric department of a general hospital it is 
a good place not only for diagnosis and 
treatment of these illnesses, but also for 
teaching purposes. 

3. Importance of psychiatry as an inte- 
gral part of general medicine is well re- 
cognized by general medical practitioners 
and also by specialists in other branches 
of medicine ; at least in the larger cities in 
our country. What is probably not appreci- 
ated is the need for early recognition of 
these cases and for treatment in the early 
stages to obtain better results. 

4. Limitations of this department were 
very conspicuous in this study. A greater 


TABLE 8 
PsYCHOTHERAPY WITH PENTOTHAL 


No. of 
Cases Rec. 


Less than 6 months 14 
6 months-1 year 

1-3 years 

More than 3 years 


Duration of Illness 


G. Imp. Sl. Imp. No Imp. 


Total 


TABLE 9 


PsYCHOTHERAPY WITH METHEDRINE 


No. of 


Duration of Illness Cases Rec. 


Less than 6 months 
6 months-1] year 

1-3 years 

More than 3 years 


G. Imp. 


Total 


TABLE 10 
CarBON D10ox1pE TREATMENT 


No. of 


Duration of Illness Cases Rec 


Less than 6 months 
6 months-1 year 

1-3 years 

More than 3 years 


Total 


G. Imp. Sl. Imp. No Imp. T.D. 


0 


aS 1 3 1 6 3 
tae 0 2 0 1 1 
ne 0 0 1 2 1 
& — 30 2 5 2 i4 7 | 
oe 2 2 0 0 0 0 | 
ie 2 0 1 0 1 0 
£5 5 0 1 1 3 0 
ae 1 0 0 0 1 0 | 
10 2 2 1 5 0 
3 
0 0 7 4 
9 0 0 0 9 0 
10 0 0 0 
30 0 3 | 
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number of trained personnel and more beds 
are urgently needed for both treatment and 
teaching purposes. 

5. In our country, the establishment of 
psychiatric departments in general hospitals 
with adequate staff and beds is urgently 
needed to serve the community more 
efficiently and to develop healthy attitudes 
towards mental illness. 
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CLINICAL NOTES 


CLINICAL EVALUATION OF TRIMEGLAMIDE IN ANXIETY 


ROBERT A. BRAUN, M.D., anp PAUL LOWINGER, M.D.' 


The recent discoveries of drugs with 
considerable effect on symptoms of mental 
illness have stimulated the search for other 
drugs in this field. One such compound is 
a central nervous system depressant, Tri- 
meglamide (3, 4, 5-trimethoxybenzoyl-gly- 
cine-diethylamide ). Preliminary studies in- 
dicated that this compound is unique in 
one aspect: practically all drugs which 
produce sleep in humans cause ataxia and 
often excitement during induction in dogs 
and cats ; however, Trimeglamide induced 
somnolence and sleep in these animals 
without such motor disturbances(1). It 
therefore appeared that this compound 
might be of value for humans as a sedative 
and hypnotic in the treatment of insomnia, 
tension and anxiety states. 

A study of the effects of this drug was 
made in the following manner: Patients 
referred to the psychiatric outpatient de- 
partment for evaluation or treatment were 
given a complete psychiatric examination. 
Laboratory and other studies were per- 
formed whenever indicated. Those patients 
who were likely to benefit from drug thera- 
py through periodic outpatient visits were 
then referred to our drug clinic, based on 
certain criteria as outlined by Lowinger 
et al.(2). All these patients experienced 
overt anxiety as a major symptom. At their 
first drug clinic appointment some of them 
were selected at random for treatment with 
Trimeglamide. Others were placed on this 
medication who had not previously re- 
sponded satisfactorily to other drugs in 
the same clinic. 

Twenty-one patients who took Trimegla- 
mide from 7 to 100 days are all included 


1 From the Lafayette Clinic and Wayne State Uni- 
versity College of Medicine, Detroit, Michigan. This 
investigation is part of a project supported by Re- 
search Grant MY 2241, National Institute of Mental 
Health, Public Health Service. Riker Laboratories, 
Inc., Northridge, California, assisted this study and 
furnished the Trimeglamide (3, 4, 5-trimethoxyben- 
zoyl-glycine-diethylamide) , also identified as Riker 548. 


in this study ; the mean duration of treat- 
ment was 39 days. The age of the patients 
ranged from 20 to 62 years; 9 were male 
and 12 female. The diagnostic groups were : 
psychotic disorder, 4 (schizophrenic re- 
action, 2; involutional psychotic reaction, 
1; manic-depressive reaction—depressed 
type, 1) ; psychoneurotic disorders, 8 ; psy- 
chophysiologic disorder, 1; - personality 
disorders, 8. 

The patients received 500 to 1,500 mg. 
of Trimeglamide daily in divided doses. 
They were followed in our drug clinic by 
return appointments every 1 to 4 weeks. 
At each visit the physician determined the 
patient's degree of disturbance using 5 
criteria : anxiety, sleep, depression, thought 
disturbance, and interpersonal relations. A 
scale from 1 (no disturbance) to 5 (very 
severe disturbance) was used. This made 
it possible to obtain a score by adding these 
ratings. In addition to this more objective 
evaluation, a note was made at each visit 
describing all symptoms, especially those 
suggesting toxicity, and the dosage adjusted 
according to the clinical response of the 
patient. The drug was discontinued when 
there was a lack of improvement after an 
adequate trial or when the patient refused 
to continue taking the medication. 

The effectiveness of Trimeglamide in 
each patient was determined on the basis 
of the alleviation of symptoms. The ratings 
for disturbance on each of the 5 criteria 
(anxiety, sleep, etc.) were totaled at the 
end of the observation period. If these 
ratings were lower, this was considered as a 
slight or marked improvement ; if it was 
the same or higher, it was interpreted as 
no improvement. In addition to these 
scores, the clinical notes were used in the 
evaluation of the patient's progress. The 
following results were obtained : complete 
relief, 0; marked improvement, 2; slight 
improvement, 2; no improvement, 17. 

Symptoms or complaints referable to 
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toxicity were absent in 17 patients. Of the 
remaining 4, one had a “prickly sensation” 
for the first few days, but continued on the 
drug for a total of 77 days. The medication 
on a second patient was discontinued when 
he complained by ‘phone of a “rash” ; 
however, his skin appeared normal at the 
next clinic visit. A third patient complained 
of drowsiness and nausea for the first few 
days but continued taking the medication 
for 100 days and had a satisfactory response. 
A fourth patient who had been on 750 mg. 
for 4 weeks and on 1,500 mg. for another 
4 weeks then developed an acute hepatitis 
and was hospitalized for a period of 7 
weeks. Her illness was considered most 
likely to be viral in origin, although there 
were some atypical findings ; the diagnosis 
of drug-induced hepatitis was also con- 


sidered(3). 


The conclusions based on this study of 
Trimeglamide are that the drug proved 
generally ineffective in the treatment of 
anxiety symptoms associated with various 
psychiatric illnesses in a group of 21 out- 
patients. Four patients showed symptoms 
which could possibly be related to toxicity 
of the drug, but in no case was such a re- 
lationship definitely established. 
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POTENTIATION AND FACILITATION OF INSULIN COMA THERAPY 


J. B. HAYES, M.D., ann ROBERT E. KENNEDY, M.D.! 


One of the most difficult problems in a 
small receiving hospital is the utilization 
of insulin coma therapy within the optimum 
bounds of safety. There are several vari- 
ables in the treatment program that have 
to be considered at all times : 1. The maxi- 
mum dosage of insulin that may be given 
to any one patient ; 2. The production of 
the desired level of coma reactions with 
no more than the maximum amount of 
insulin allowed. It was felt that the produc- 
tion of coma reactions on a minimal amount 
of insulin would diminish the inherent risk 
of IST, and a study was begun in 1958, 
in this hospital, in an attempt to solve this 
problem. 

Perphenazine (Trilafon)? has been used 
extensively in this institution since its in- 
troduction into the psychiatric field several 
years ago, and has appeared to have a 

1 Respectively, Chief of Somatic Therapy, and 
Clinical Director, Rollman Receiving Hosp. and State 
Inst. of Psychiatry, Cincinnati, Ohio. 

2 We wish to express our appreciation to Eli Lilly 
& Company for making supplies of Glucagon avail- 
able to us, and also to Schering Corporation for their 
help in supplying us with perphenazine (Trilafon). 


potentiating effect when used with other 
therapies. During the past year, all the 
female patients receiving IST obtained 
satisfactory reactions on a minimal amount 
of insulin, but many of the male patients 
on the same treatment showed no effect, 
even when receiving our maximum amount 
of 300 units of regular insulin daily. It was 
found on closer observation, that the female 
patients also received perphenazine in con- 
junction with their daily insulin dosage, 
and that this was not true in the cases 
of most of the male patients. As a result 
of this observation, all of the patients on 
IST after this time (1958) were placed on 
perphenazine, usually in the amount of 
4 mgs. q.id. for the female patients, and 
8 mgs. q.i.d. for the males. We noted an 
immediate response to this combined treat- 
ment, and were able to produce the desired 
coma level in all patients, using as little as 
25 to 35 units of regular insulin on each 
daily dose. Coma levels were classified as 
described by Kalinowsky(1). A further test 
of this hypothesis was made when a second 
course of insulin therapy was given 
to a male patient who previously had shown 
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absolutely no response, failing even to 
perspire, after 3 months of daily treatment 
on 300 units of insulin. During the second 
course of treatments, this patient also re- 
ceived 8 mgs. of perphenazine q.i.d., and 
his insulin dosage was always under 300 
units a day. He has just completed a course, 
with coma reactions, with marked improve- 
ment. 

As a further aid in IST, we have now 
added the use of Glucagon ?(2) using 0.5 
mgs., given intramuscularly to the patient 
about 10 to 15 minutes before we wish the 
treatment terminated. This drug is given 
in early second stage of coma reaction, and 
in most cases, the patients awake in from 
5 to 15 minutes, and are alert and able to 
dress themselves and drink orange juice 
unaided. It was found, however, that if 
the patient had gone past early second 
stage of coma, the drug was ineffective, and 
he must then be given an intravenous in- 
jection of sugar solution. 

One problem appears to have been 
created by the use of perphenazine in 
conjunction with insulin. The coma reac- 
tion is reached in the usual amount of time 


(from 2% to 3 hours), but then there ap- 
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that the coma deepens much more rapidly 
than usual, and the patient may slide 
through the various stages of coma to deep 
third or fourth stage in a matter of several 
minutes. This fact requires close and con- 
stant observation on the part of the per- 
sonnel, so as to time the injection of 
Glucagon rather exactly to avoid the neces- 
sity of an injection of sugar. 

In summary, it is felt that the above 
combination of drugs in conjunction with 
insulin produces a fast, smooth coma, even 
in insulin-resistant patients, which is ap- 
parently as safe as the use of insulin 
alone, but with the advantages of increasing 
the number of patients who can benefit 
from this treatment, without raising the 
risk of the procedure, or increasing the 
number of hospital personnel required for 
the treatment program. 
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CLINICAL RESULTS WITH THE USE 
OF DEANOL (DEANER®) IN SCHIZOPHRENIA 


VERONICA M. PENNINGTON, M.D.1 


Deanol (2-dimethylaminoethanol) is an 
alerting psychochemical compound. It is 
thought to be a precursor of acetylcholine 
(1), will partially substitute for choline( 2) 
and is a complete substitute as a growth 
factor in growing chicks(3). It has been 
shown to slightly depress the hippocampus 
to hippocampal stimulation and to enhance 
reticular response to reticular stimulation 
(4). It blocks the interaction response be- 
tween reticular formation and hippocampus 
(5). The potentials of reticular formation 
are increased and barbiturate induced im- 
pression of the reticular formations is over- 


come(6), and the resistance of the heart to . 


pentobarbital is doubled by deanol(7). 
We began our study with 30 institution- 


* 2010 East Meadowbrook Rd., Jackson, Miss. 


alized patients in April, 1957. The dose 
range was 5 mg. to 25 mg. twice daily, and 
the drug was not given after 3 p.m., so as 
not to interfere with sleep. Shortly there- 
after, the number of patients was increased 
to 100, all institutionalized females, with 
age range 28 to 82 years. All were schizo- 
phrenics, exhibiting apathy, retardation, 
and depression. Many were mute and in- 
accessible. The dosage of deanol ranged 
between 25 mg. and 400 mg. daily, the 
period of therapy was from 2 to 9 months. 
Some patients were markedly lethargic 
from use of reserpine, chlorpromazine, tri- 
fluopromazine and perphenazine ; in these 
patients deanol was used to combat the 


_ lethargy. 


The medication was given orally, in- 
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tramuscularly, or intravenously, parenteral 
therapy being utilized when the patients 
refused oral therapy. We tried intravenous 
therapy merely as a test to determine the 
time required for effect. Since deanol is 
essentially replacement therapy, rapid onset 
of action is not a necessary requirement. 
Other analeptic drugs, such as methyl- 
phenidylacetate hydrochloride, d-lysergic 
diethylamide, etc., are more effective when 
administered intramuscularly, but, for most 
patients, sustained action is desirable, and 
can be obtained by oral administration of 
any efficient analeptic drug(8). 

The criteria for improvement were in- 
creased interest in surroundings, and work 
capacity ; decreased mutism ; improvement 
in retardation and depression, and improve- 
ment in personal care. There was significant 
improvement in 20 of the 100 patients. A 
decrease in somatic delusional trends was 
also noted. Lethargy and somnolence due 
to reserpine, trifluopromazine, perphenazine 
and Dartal were relieved in 25 of the 100 
patients. 

There was no significant difference in 
the reactions of 10 nonpsychotic as com- 
pared to psychotic patients. When indiffer- 
ent response was noted with daily dosage 
up to 200 mg., increasing the dose up to 
400 mg. daily did not improve the response 
significantly. This was true equally for 
psychotic and non-psychotic patients. 

There was no loss of weight in any of 
the patients. Side actions seen in 5 patients, 
consisted of jerky movements of the ex- 
tremities and head, staring, restlessness, and 
insomnia. The blood pressure of one pa- 
tient changed from 120/80 to 140/50 ; this 
patient had taken 10 mg. t.i.d. for 5 days, 
and the Deaner was discontinued because 
of hypertonia of the neck musculature. 


Anorexia was not noted : instead, appetite 
was increased in 33 patients. 

The purely analeptic effect of methyl- 
phenidylacetate hydrochloride, iproniazid, 
and pipradol is more marked than that of 
deanol. 

SUMMARY 


Deanol was used in 100 institutionalized 
female schizophrenics. It was moderately 
effective in 25%, producing increased in- 
terest in milieu, work and recreation, and 
decreasing somatic delusional trends, de- 
pression, retardation, and mutism. Side ac- 
tions were minimal, and all were controlled 
by dosage regulation. 
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A NEW SCREENING TEST FOR BROMIDE INTOXICATION 
GEORGE H. REYE, M.D. anv JOY R. JOFFE, M.D. ! 


The admission to Northern State Hospi- 
tal within a single month of 2 patients 
subsequently diagnosed as acute brain 
syndrome, bromide intoxication, made ap- 


1 Respectively, Director of Research, and Chief of 
Medicine, Northern State Hosp., Sedro Woolley, 
Wash. 


parent the need for a simple screening test 
for bromism. On admission both patients 
were totally disorganized and so seriously 
ill that transfer to the medical service was 
mandatory. The diagnosis not immediately 
apparent in the first patient, was only sus- 
pected when symptoms of toxicity claimed 
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the physician’s attention. The initial serum 
bromide levels were 412 mg.% and 385 
mg.% respectively. On appropriate treat- 
ment, both patients completely recovered. 

The routine determination of serum bro- 
mide levels would insure proper diagnosis. 
However, they would impose needless de- 
mand on the limited laboratory service 
available in most state hospitals. 

Urine was selected as the medium for 
testing: 1. Bromides are principally ex- 
creted by this pathway ; 2. The established 
admission urine could be utilized. Initially, 
a urine bromide screening test using gold 
chloride, the reagent in the serum bromide 
test, was evaluated. This was discarded 
when a considerable number of false posi- 
tive reactions were obtained, principally 
from phenathiazine drugs. Subsequently, a 
simple, accurate screening test was de- 
veloped that involves the conversion of the 
bromide ion to free bromine. The free 
bromine is then extracted and concentrated 
by either Toluene or chloroform. These ex- 
tracting agents, being nonmiscible with 
water, form a definite layer in urine. The 
presence of bromine and hence bromide is 
determined by an orange to reddish color 
in the extractant. To date, after extensive 
testing with this reagent of urines of pa- 
tients on a wide spectrum of medications, 
no false positive reaction has been observed. 
Iodides will react but when extracted, a 
definite violet rather than the orange color 
is obtained. It was noted that this reagent 
is almost as sensitive as that employed in 
the Thorazine Test(1) for the detection of 
Thorazine and Sparine in urine, and similar 
colors are obtained. No confusion exists, 
however, when Thorazine and bromide are 
together in urine as the converted bromine 
is extracted and concentrated in the usual 
fashion. 

The specific reagent used is acidified po- 
tassium bromate, which, in the presence of 
bromide, yields free bromine. Chemically, 
the reaction is : KBrO, + 3H.SO, + 5KBr 
—3Bre + 3H.O 3K.SOx,. The method of 
performing the test with the most useful 
proportions to employ is : 

1, Add .5 cc. of a 2:1 mixture of 20% 
H.SO, and a saturated solution of KBrO, 
to 3 cc. of urine. 


2. Stopper the tube, invert to mix, and 
allow to stand for 3 minutes. 

3. Add % cc. of either chloroform or 
Toluene ; restopper the tube ; shake ; and 
allow to stand until separation takes place. 
The separation is usually complete in 2 
minutes. 

4. A positive test for the presence of 
bromides is the appearance of an orange 
to red color in the extractant. 

To determine the sensitivity of this urine 
test, bromides were administered to several 
patients. Serum levels up to 200 mg.% were 
obtained. Medication was stopped and bi- 
weekly serum bromide levels were deter- 
mined and correlated with daily qualitative 
urines. The bromide serum level of Patient 
“A” declined from 195 mg.% to 115 mg.% in 
7 days and daily urinary bromides were 
distinctly positive down through a serum 
level of 80 mg.%. Although it has been cited 
that urine concentration parallels that of 
serum(2), in our hands, urine bromide 
levels run about one-half that of serum 
levels. This urine test is sensitive to at least 
40 mg.% of bromide in urine, and this end 
point is further confirmed by serial solutions 
of bromides. 

Theoretically and actually, the sensitivity 
of the test could be and is improved by 
using larger amounts of urine. The 3 cc. 
amount has been selected as certain to de- 
tect the presence of bromides in the toxic 
range. Subsequent to the development of 
this test, it was brought to our attention 
that a urine bromide test has been de- 
scribed in the literature for many years, 
utilizing fuming nitric acid. We found this 
test, as described, to be completely insensi- 
tive to bromide. 

The commitment to state hospitals of 
patients with psychoses due to bromide in- 
toxications remains a present day occur- 
rence. The value of early diagnosis would 
be the frequent possibility of treatment in 
the general hospital and the avoidance of 
needless commitment. We would like to 
suggest that the urine screening test for 
bromides described herein would be of 
assistance in the diagnosis of cases where 
Bromism is a possibility. It is further sug- 
gested that this test could be easily in- 
corporated into the admission urinanalysis 
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in state hospitals in order to determine 
present incidence and to provide for early 
treatment. 
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PROMAZINE AND COMBINED PROMAZINE-MEPROBAMATE 
TREATMENT OF HOSPITALIZED PSYCHOTIC PATIENTS 


GEORGE VLAVIANOS, M.D., ann LUDWIG FINK, M.D.' 


After a 13 month preliminary trial of 
promazine ? in 200 hospitalized mental pa- 
tients(1, 2), a supplementary study,* which 
extended the total treatment period to 29 
months, was initiated in an additional 100 
chronically and severely psychotic men. 
The diagnoses included: schizophrenia, 
92 ; alcoholic psychosis, 5 ; psychoneurosis, 
1; psychopathic personality, 2. The pa- 
tients’ ages ranged from 24 to 73 years ; the 
duration of illness, 3 to 25 years. In the 
last 12 months of the study, 69 of the 100 
patients were treated with promazine and 
meprobamate * in combination. All of the 
100 had received ataractic compounds for 
3 to 18 months, 17 simultaneously with elec- 
troshock, 3 with insulin coma and 1 with 
insulin coma combined with EST. 

In refractory cases, promazine was ad- 
ministered in larger than the previously 
used dosages. Nine extremely noisy, unman- 
ageable, acutely hallucinating patients re- 
ceived maximum doses of 4.5 gm. for 14 
_ to 42 days, and were maintained with 600 
to 900 mg. daily. For selected cases in 
which restlessness, motor hyperactivity, and 
agitation with depression were predomi- 
nant, promazine was used in combination 
with meprobamate. The optimum response 
usually was obtained with 900 mg. to 1.5 
gm. promazine and 1.2 gm. meprobamate 
daily. For maintenance, daily doses of 600 
mg. promazine and 800 mg. meprobamate 


1 Kings Park State Hospital, Kings Park, N. Y. 

2 Promazine Hydrochloride is available as Sparine 
Hydrochloride from Wyeth Laboratories. 

3 We gratefully acknowledge the cooperation of 
Charles Buckman, M.D., Director, J. Rothery Haight, 
M.D., Assistant Director, and Reuben Cares, M.D., 
Director of Clinical Laboratories. 

4 Meprobamate is available as Equanil from Wyeth 
Laboratories. 


generally sufficed. For the catatonic and 
negativistic, a “break-through” trial was 
conducted with promazine alone. If there 
was no response, EST was administered, 
after which medication with promazine was 
resumed. 

Psychomotor excitement and destructive- 
ness generally were controlled with the 
higher doses of promazine. In selected 
chronic cases joint administration of lower 
doses of promazine with meprobamate, in- 
dividually adjusted, produced the same 
effect as higher doses of promazine used 
alone, and aided liberalization of the ward 
program. Need of EST and coma therapy 
was reduced, and indications for lobotomy 
minimized. Eighty-three (nearly 28%) of 
the overall total of 300 have been released. 
Of these 17 (20%) have returned ; alcohol- 
ism necessitated readmission in 10. The 
mental disorder was not intensified by the 
medication, nor were there any signs of 
habituation. 

Drowsiness and dysarthria developed in 
2 of the 9 who received high doses of pro- 
mazine, but subsided in a maximum of 18 
days after reduction of the dose. Grand mal 
seizures occurred in 3, who had received 
daily doses of 900 mg., 2.4 and 3 gm. pro- 
mazine respectively. Discontinuance for 10 
days and resumption at 300 mg. per day 
induced no further seizures in 2. In the 
third patient one additional seizure oc- 
curred after 13 days. Phenobarbital, 1% 
grains twice daily, was added to the regi- 
men for 2 months after which promazine 
alone, in daily doses of 300 mg., has pro- 
duced no recurrence in the ensuing 8 
months. Monthly routine laboratory studies 
demonstrated high alkaline phosphatase 
levels in 3 patients who received daily 
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doses of 600 to 900 mg. promazine alone. 
In 2 the findings became normal after re- 
duction of the dose to 300 mg. daily. In 
the third, clinical improvement permitted 
discontinuance of treatment. 

Hypotension, dizziness or fainting oc- 
curred in 3 who received promazine alone, 
and in 4 who received both compounds, 
but did not contraindicate medication. 
Localized mild rash and itching developed 
in 12 of the 69 (17%) who received the 


combination, had no relation to dosage or 
duration of treatment, and subsided on 
discontinuance. This was considered an ex- 
pression of individual sensitivity, probably 
to meprobamate. 
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DRUG USE-RATE IN A STATE HOSPITAL 


J. R. WHITTIER, C. D. KORENYI, O. DIAMOND, P. J. TOMLINSON, anp 
H. A. LaBURT?* 


In 1954 the medications chlorpromazine 
and reserpine were made available to hos- 
pitals for the mentally ill in the United 
States. Additional drugs have appeared 
since then, and their overall effectiveness 
has considerably modified psychiatric treat- 
ment. 

Whether a drug once introduced contin- 
ues to be prescribed might be determined 
by the ratio of therapeutic effectiveness to 
the incidence of undesirable side effect, 
provided the elements of this ratio were de- 
fined. Additional determining factors in- 
clude at least 1. The drug’s availability 
from the hospital pharmacy, 2. Pressure by 
pharmaceutical representatives to initiate 
and continue use, 3. The kind and volume 
of information available concerning new 
drugs, 4. Attitudes to drug therapy of physi- 
cians responsible for patients, and 5. The 
policy of the hospital administration to drug 
use. 

This article provides graphic records of 
the use-rates of tranquilizing and stimulant 
drugs in a large state hospital. 


MATERIAL AND METHODS 


In the New York State Department of 
Mental Hygiene a special form was revised 
in February 1955 (Form 41-DMH) to per- 
mit reporting of total patients receiving 
chlorpromazine and reserpine, and male 
and female sub-totals. These reports were 
added to those previously submitted de- 


1 Creedmoor State Hosp., Queens Village 27, N. Y. 


scribing use-rates of convulsive and insulin 
therapy. 

In January 1957 this form was again re- 
vised to include additional tranquilizing 
drugs, other special therapies, special so- 
matic therapy of the aged, and psycho- 
therapy. 

The hospital report is consolidated 
monthly from reports of the physicians re- 
sponsible for the wards. The reports of 
special therapies were available for the 4 
year period from January 1954 to Decem- 
ber 1958 inclusive. Data from each of 9 
tranquilizing drugs or combinations and 3 
stimulant drugs were plotted graphically 
(Figure 1). Only drugs reported as being 
prescribed to 10 or more patients were in- 
cluded in the study. Hormones, vitamins, 
and drugs in experimental status were not 
included. At the end of 1958, the total hos- 
pital population was 6,325 (2,621 males and 
3,704 females ). 


RESULTS 


It will be noted that a use-rate listing 
of drugs by descending order is : 1. Chlor- 
promazine, 2. Promazine (“Sparine” 
Wyeth), 3. Reserpine, 4. Proclorperazine 
(“Compazine” SKF), 5. Meprobamate 
(“Equanil” Wyeth—“Miltown” Wallace), 
6. Triflupromazine (“Vesprin” Squibb), 
7. Mepazine (“Pacatal” Warner-Chilcott ). 
Chlorpromazine demonstrates by far the 
greatest use-rate, approximately 4 times 
that of its nearest competitor, promazine. 


= 
: 
© 
-- 
4 
i 
‘ts 
: 


CLINICAL NOTES 


s 


TRANQUILIZERS 


STIMULANTS 


FIGURE 1 
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Drugs manifesting continuing steady 
growth in use-rate are as follows, in rank 
order : reserpine, proclorperazine, mepro- 
bamate, triflupromazine, benzedrine. Drugs 
presently stabilized in use-rate after steady 
growth are as follows, in rank order : chlor- 
promazine, promazine. Drugs manifesting 
growth and decline are : methylphenidate, 
mepazine (male service). 

The fluctuation in use of mepazine on the 
male service was apparently related to the 
introduction of triflupromazine, which 
competed effectively for use on the avail- 
able population of this service. 

Notable use-rate phenomena include the 
rapid rise for triflupromazine, the relatively 
large numbers of females receiving proclor- 
perazine, and the passage of reserpine by 
promazine in May of 1957. The brief ap- 
pearance of iproniazid was determined by 
a departmental decision temporarily to 
suspend use until toxicity was better de- 
fined. 

A tendency for use-rate by sex to follow 
hospital population sex distribution is ap- 
parent. Use-rate total for female patients 
exceeds that for male patients for all drugs 
except reserpine, triflupromazine, mepa- 
zine and benzedrine. 

Finally, there is an increasing trend to 
the use of new drugs for more patients, 
manifested by the irregular increase in the 


initiating of new drugs on the services : 2 
in 1955, 1 in 1956 and 4 each in the years 
1957 and 1958. Combinations of 2 or more 
drugs began to appear in 1958 (2 in- 
stances). By the end of the observation 
period, 61% of the total hospital popula- 
tion, (21% of the male, and 40% of the fe- 
male populations) were receiving one or 
more of the drugs. Of the total, male, and 
female patients on drugs, 34%, 11%, and 
23% respectively were receiving chlorpro- 
mazine. 
SUMMARY 


Use-rates for 9 tranquilizing and 3 stimu- 
lant drugs or drug-combinations were re- 
corded in a state hospital population over 
a 4 year period, ending December 31, 1958. 
Data were plotted graphically, and use- 
rates were observed in descending order for 
chlorpromazine, promazine, reserpine, pro- 
clorpromazine, meprobamate, trifluproma- 
zine, mepazine, mepazine plus chlorproma- 
zine, reserpine plus chlorpromazine, benze- 
drine, methylphenidate, and iproniazid. 

By the end of the observation period, 61% 
of the total hospital population, (21% of the 
male, and 40% of the female populations) 
were receiving one or more of the drugs. 
Of the total, male, and female populations 
on drugs, 34%, 11%, and 23% respectively 
were receiving chlorpromazine. 
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ADMINISTRATIVE NOTES 


MENTALLY DISTURBED CHILDREN 
ON WARDS WITH ADULT MENTAL PATIENTS 


OTT B. McATEE, M.D., ann GEORGE A. ZIRKLE, Pu.D.! 


Hospital administrators and the public 
in general have been led to feel that it 
would be like putting a “lamb in a lion’s 
cage” to admit a mentally ill child to an 
adult ward of mental patients. Is this 
stereotyped view correct ? It is the conten- 
tion of the authors that it is not. Further- 
more, just the opposite may be true. This 
is not an idle opinion, but derives from a 
detailed research investigation of two chil- 
dren who were patients at this Hospital. 
One was a 12-year-old boy and the other 
an 11-year-old girl. After an initial period 
of hesitation, these children adjusted rapid- 
ly to the adults on their ward. Their re- 
covery was not hampered by the adults, 
nor were they abused. Instead, they became 
the objects of much “tender, loving care.” 
Some adults even vied with each other 
to do things for them. This was especially 
true of those who had children of their 
own. Most of these quickly assumed the 
“father” or “mother” role. And surely this 
should not be surprising ; for the common 
human situation is for the different ages to 
live together in families. 

A 3-fold plan was used in evaluating the 
success of the “family” situation on the 
ward. First, the number of social contacts 
of each child with others on the ward were 
counted over a 2-day period. The same was 
done for 2 adult patients in each ward 
who were matched with the children as 
closely as possible, except for age. Results 
showed decidedly more child-adult contacts 
than adult-adult contacts. The same was 
found to be true when the children were 
placed on visiting wards for a day. Sec- 
ondly, a sociometric nominating procedure 
revealed the children to be among the most 
popular on their wards. 

The third procedure was to poll the 
opinions of nurses and attendants on the 


1 Respectively, Chief Medical Director and Super- 
intendent, and Consulting Psychologist, Madison State 
Hosp., Madison, Ind. 
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wards in question. Some disapproved the 
arrangement at the start, and continued to 
do so. They noted that the children made 
some patients nervous, and others homesick 
for their own children. They predicted the 
children would be spoiled by so much 
attention. However, other nurses and at- 
tendants changed from skepticism to ac- 
ceptance, and in some cases to enthusiasm 
over the therapeutic possibilities of the 
family ward situation for adults and chil- 
dren alike. They remarked on the warm 
social relationships stimulated by the chil- 
dren. And they expressed approval for the 
decline in egocentric preoccupation in some 
patients who cooperated with each other 
to do things for the children. The ward 
routine was not disrupted, but was made 
more lively by the presence of the children. 
No sex interest in the children was noted, 
but general interest in their activities and 
loving care for them was frequently ob- 
served. Male patients tended to abstain 
from using profanity or smutty talk before 
the boy. 

There is no wish to imply that children 
and adults should be mixed together in- 
discriminately. Age segregation will no 
doubt continue to be needed for most men- 
tal patients. The view that it must be 
maintained for all, however, was not sup- 
ported by these findings. Stereotyped fears 
at this point need to be discarded. In the 
light of the research results, it is the au- 
thors’ opinion that an occasional child 
placed on an adult ward will find there a 
suitable treatment environment and, more- 
over, that the presence of the child will 
enhance the therapeutic milieu of the 
adults. In other words, it is contended that 
the family or mixed-age ward constitutes 
a distinctive form of treatment, and that it 
deserves a serious place along with other 
environmental treatment measures in hos- 
pital management. For carefully selected 
children and adults it has real value. 
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PERSONALITY AND PERFORMANCE 
ELI GINZBERG + 


After eight years of research, during 
which it had the full cooperation of the 
Army and the Veterans Administration, 
the Conservation of Human Resources 
Project has recently published The Inef- 
fective Soldier: Lessons for Management 
and the Nation in three volumes entitled 
“The Lost Division,” “Breakdown and Re- 
covery,” and “Patterns of Performance” 
(Columbia University Press, $6.00 each). 

At an early stage of the investigation 
the Conservation staff was fortunate to 
elicit the cooperation of 35 psychiatrists 
who had held senior positions in the 
Armed Services during World War II. An 
analysis of their communications was pub- 
lished in 1953 under the title Psychiatry 
and Military Manpower Policy: A Re- 
appraisal of the Experience in World War 
II, and many of the leads which they pro- 
vided were most helpful. 

Even if one selects only those findings 
that are likely to be of greatest interest 
to psychiatrists, it is not easy to summarize 
about 900 pages of text, with 150 key tables 
which present data almost all of which 
have never been published before. The 
most useful procedure will be to set out 
the broader theoretical findings and to 
weave a minimum number of facts around 
them. 

Perhaps one of the most important find- 
ings of the entire investigation is the 
widespread effort to predict performance 
solely, or even primarily, in terms of “emo- 
tional stability.” The ability of a man to 
get a job, to marry and support his de- 
pendents and to stay out of trouble with 
the law—minimum criteria for socially ac- 
ceptable performance—depend primarily on 
his physical and intellectual capacities and 
his motivation. While emotional factors are 
important for understanding how a man 
feels, they are likely to keep him from 


1 Director, Conservation of Human Resources Proj- 
ect, Columbia University, New York 27, N. Y. 


performing acceptably only if the dis- 
turbance is a serious one. 

The proper study of performance must 
go beyond the individual and include a 
consideration of how the policies of the 
organization for which he works and the 
pressures and supports in the larger en- 
vironment affect his performance. In 
Breakdown and Recovery the Conservation 
staff presents about 80 detailed case his- 
tories selected specifically to illuminate the 
multiple factors in performance—individual, 
managerial, environmental. 

The foregoing helps to explain why it 
was that although 1.75 million men were 
rejected for mental or emotional reasons 
in World War II, another 750,000 had to 
be prematurely separated for the same 
causes. Aside from serious limitations in 
screening procedures the basic theory of 
psychiatric selection was faulty. Only 
about 170,000—or approximately 1 in every 
5 men who was prematurely separated— 
had clear indications in their records of 
ineffectiveness, which, had they been noted, 
would have led to their being rejected at 
induction. Better screening would have 
identified more potential failures, but the 
important point to stress is that for the 
country as a whole, higher rejection rates 
were found not to be associated with lower 
separation rates. With 1 out of every 7 
young men in the country being rejected 
or prematurely separated, raising the 
screening criteria would have been no 
solution. If that had been done, the Armed 
Forces would not have been able to meet 
their manpower requirements. 

The single most useful criterion for as- 
sessing a man’s potential performance is 
his educational background. Those with 
only a few years of grade school had an 
ineffectiveness rate in the Army four times 
greater than the high school or college 
men. A surprising finding was that men 
who had been divorced at the time of 


- their induction and those who had re- 
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mained single during the decade after 
their separation had a five times greater 
rate of ineffectiveness in their life per- 
formance patterns than did those who had 
married and stayed married. Apparently, 
marital difficulties frequently reflect funda- 
mental personality difficulties that affect 
all aspects of a person’s performance. 

Another interesting and important find- 
ing that warns against the indiscriminate 
use of clinical categories for the purpose 
of predicting performance is the record of 
soldiers who suffered from a psychosis. We 
were impressed to find many men who 
were unquestionably psychotic who man- 
aged for considerable periods to perform 
satisfactorily. Moreover, approximately half 
of all the men discharged for psychosis 
readjusted after the war. 

The record of the entire group of half 
a million soldiers who were discharged 
for ineffectiveness showed that approxi- 
mately 7 out of 10 were able to make a 
satisfactory readjustment to civilian life, 
some quickly, some more slowly. While 
we were able to identify many different 
factors as contributing to the successful 
readjustments of these veterans—discharge 
from the Army, family supports, disability 
compensation, medical care—by far the 
most important appeared to be the high 
level of employment. The ability of a man 
to shift around until he found a job to his 
liking and the willingness of employers 
to make adjustments to meet his special 
needs, particularly during his first months 
at work, proved a boon. A job means pur- 
pose, companionship, sense of accomplish- 
ment, income, status, and the ability to 
discharge one’s obligations. A job is the 
precondition for adjustment; unemploy- 
ment is the greatest individual and social 
scourge. 

In Patterns of Performance the staff had 
an opportunity to evaluate a man’s per- 
formance over several decades—before, 
during, and after military service. This 
approach helped to illuminate the extent 
to which men’s performance tends to be 
more or less stable over longer periods 
and further to identify the strategic factors 
responsible for stability or fluctuation in 
their life performance patterns. Somewhat 
over half of the entire group show an 


“adjusted” life performance pattern. About 
20% had a “vulnerable” pattern : they per- 
formed satisfactorily in civilian life but 
could not meet the demands of the Army. 
About 10% had a broken pattern—satis- 
factory performance record up to break- 
down in the Army but no recovery. The 
remainder, about 17%, had a consistently 
poor record—before, during, and after 
military service. 

The investigation helps to correct some 
widespread misconceptions. For instance, 
only 1 out of every 5 men who became 
ineffective ever saw combat; only 2 out 
of every 5 ever got overseas. Even more 
surprising is the finding that the wounded 
veteran who was discharged for psychi- 
atric reasons had the highest recovery rate, 
doubtlessly reflecting better selection for 
combat units. While Negroes generally 
had an ineffectiveness rate twice that of 
whites, no significant difference is found 
when they are matched with whites as to 
education. In every regard the farm group 
showed up more poorly than the urban 
group: it had higher rates of rejection, 
higher breakdown rates in the Army, and 
lower recovery rates after the war. Once 
again, the explanation must be found pri- 
marily in differences in developmental op- 
portunities, particularly educational oppor- 
tunities. 

No support could be found for the belief 
that liberal disability compensation im- 
pedes recovery. In general, the wide range 
of benefits made available by the Veterans 
Administration was judiciously adminis- 
tered and definitely helped to speed the 
recovery of many veterans. 

The subtitle of the over-all study—“Les- 
sons for Management and the Nation’— 
suggests the basic concern of the Conserva- 
tion staff with questions of policy. For 
better or worse, psychiatrists became very 
deeply involved during World War II in 
policy considerations affecting the whole 
gamut of military personnel practices and 
procedures. Increasingly, their concerns 
continue to take them outside the mental 
hospital and their offices. As their focus 
shifts from the individual patient to large 
groups, it is hoped that the three volumes 
on The Ineffective Soldier can help them 
to broaden their understanding of the 
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complex nature of performance. For in account of the ways in which the actions 
dealing with large groups the psychiatrist of management and the forces in the 
has need to broaden his approach beyond _ larger environment contribute to or detract 
the domain of psychodynamics to take from effective performance. 


HABIT 


Habit is thus the enormous fly-wheel of society, its most precious conservative agent. 
It alone is what keeps us all within the bounds of ordinance. . . . It alone prevents the 
hardest and most repulsive walks of life from being deserted by those brought up to 
tread therein. It keeps the fisherman and the deck-hand at sea through the winter ; it 
holds the miner in his darkness, and nails the countryman to his log-cabin and his 
lonely farm through all the months of snow. . . . It dooms us all to fight out the battle 
of life upon the lines of our nurture or our early choice, and to make the best of a 
pursuit that disagrees, because there is no other for which we are fitted, and it is too 
late to begin again. It keeps the different social strata from mixing. . . . It is well for 
the world that in most of us, by the age of thirty, the character has set like plaster, and 
will never soften again. 
—WILLIAM JAMES 
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Editor, THe AMERICAN JOURNAL OF Psy- 
CHIATRY : 

Sin: In a review of Corsini’s Methods 
of Group Psychotherapy, in the March 1959 
issue of this Journal, p. 840, Mr. Illing says : 
“Moreno claims for himself the first coinage 
of the term ‘group psychotherapy’ (1932), 
without, however, substantiating his claim, 
although he cites many ‘witnesses’ for his 
testimony, such as William Alanson White, 
Winfred Overholser, Pierre Renouvier, S. 
H. Foulkes. . . .” 

Here follows the record in my own pub- 
lications : Application of the Group Method 
to Classification, Congressional Library, No. 
32-26884, Publisher : National Commitee on 
Prisons, New York, 1931-32, a chapter 
“Concerning Group Therapy,” p. 60-61 ; 
“Illustration of Group Therapeutics,” p. 74- 
76; “Group Therapy in an Institution of 
the Insane,” p. 77-79 ; “Definition of Group 
Therapy,” p. 103. 

The Group Method monograph was the 
topic of a Round Table at the annual meet- 
ing of the APA, May 31, 1932, Moderator : 
William A. White. At this meeting the term 
“group psychotherapy” was first given cur- 
rency by the author. 

The term “group psychotherapy” is re- 
corded in my book Who Shall Survive? with 
a Foreword by Wm. White, Nervous and 
Mental Disease Publishing Co., Washing- 
ton, D. C., First edition, 1934, Congression- 
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CONCERNING THE ORIGIN OF THE TERMS GROUP THERAPY 
AND GROUP PSYCHOTHERAPY 


al Library No. 34-18502; see p. 437, 429, 
referring to chapter “Group Psychothera- 
py, and the definition, p. 301, “Group 
therapy treats not only the individual who 
is the focus of attention because of malad- 
justment, but the whole group of indi- 
viduals who are interrelated.” 

Group psychotherapy owed its emergence 
to sociometry and small group dynamics 
which was expounded by the author be- 
tween 1931 and 34; he formulated group 
therapy as a scientific methodology with 
the help of Drs. White, Whitin, Branham 
and Jennings. There have been forerunners 
of pre-scientific group methods in the 
U. S. A. and Europe before 1931. The most 
important influence came from Vienna 
since 1909. Many of these methods (psy- 
chodrama, 1911, interaction methods, 1913, 
psychodrama combined with group thera- 
py, 1923) have been launched by this 
author and described in his German books. 

It is farfetched to trace the origins of 
group psychotherapy to European sociolo- 
gists. One could equally quote American 
sociologists. Every new idea has fore- 
runners but the moment of emergence of 
the scientific group psychotherapy move- 
ment into scientific history, its kairos, was 
the year 1932, within the fold of the Ameri- 
can Psychiatric Association. 

J. L. Moreno, M. D., 
Beacon, N. Y. 


Editor, Tue AMERICAN JOURNAL OF Psy- 
CHIATRY : 

Sim : In stating : “Moreno claims for him- 
self the first coinage of the term ‘group 
psychotherapy,’ without, however, sub- 
stantiating his claim, although he cites 
many ‘witnesses, such as... ,” in my 
review I quoted Dr. Moreno as having 
quoted his witnesses. I have not stated that 
Dr. Moreno was not the first person to use 
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REPLY TO THE FOREGOING 


the term “group psychotherapy”; I have 
stated that he claimed to be the first one. 

Dr. Moreno refers to Application of the 
Group Method to Classification, published 
in 1932, and in 1957, entitled: The First 
Book Moreno on Group Psychotherapy 
Moreno 25th Anniversary 1932-1957 More- 
no. The heading of page 60 reads : “Con- 
cerning Group Therapy.” However, the text 
does not mention the word “therapy” once. 
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The Glossary contains a definition of “group 
therapy”: “A Method of psychotherapy 
which combines the technique of assign- 
ment with the technique of spontaneous 
treatment.” I am still at a loss to understand 
why group therapy has to be explained 
since it does not occur elsewhere in the text. 

On the other hand, I received assurances 
from individuals that they, too, laid claim 
to having invented the term “group psy- 
chotherapy.” Dr. Rudolf Dreikurs showed 
me his manuscript containing the protocols 
of his group psychotherapy sessions in his 
private practice in Vienna in 1927. Accord- 
ing to Dr. Corsini (having published one 
of the most comprehensive bibliographies 
—some 1,700 titles |—in Group Psychothera- 
py), the first writer having used the term 
“group therapy” in the title of a publication 
was L. C. Marsh in 1935. Dr. George R. 


Bach and I have shown in Die Zeitschrift 
fuer Psycho-Somatische Medizin (1956) 
that the French neurologists, J. Camus and 
P. Pagniez, used the term group therapy 
in their paper, “Isolation and Psychothera- 
py,” published by Alcan in Paris in 1904! 
S. R. Slavson claims of having used the 
term in 1935 at the Jewish Board of 
Guardians in New York. 
It is obvious that Dr. Moreno has played 
a large and continuing part in group psy- 
chotherapy of the particular variety in 
which he is interested. I would like to make 
it clear that any statements about the 
origin of the phrase “group psychotherapy” 
is intended only to define its origin his- 
torically and not to detract from Dr. More- 
no’s part in this history. 
Hans A. Illing, Ph.D., 
Los Angeles, Calif. 


Editor, THe AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Sir: I found the article, “ A Clinical 
Study of Gilles de la Tourette’s Disease 
( Maladie des Tics) in Children,” by Eisen- 
berg et al. (Am. J. Psychiat., 115, No. 8, 
Feb. 1959) very interesting. I would like 
to make several points about the article as 
follows. 

The authors make the following state- 
ment : “Its rarity is attested to by the in- 
frequency of case reports.” This is not 
necessarily so. I have personally worked 
with 2 such cases in the last 4 years. The 
first case was seen in 1954 ; I am currently 
working with the second case which was 
first seen one year ago. It would be equally 
wrong to conclude that, because I have 
seen 2 cases in 4 years, therefore maladie 
des tics is commonly seen. I do not believe 
there is necessarily a correlation between 
the frequency with which this type of case 
occurs and the number of cases reported 
in the literature. For example, Ferenczi, 
whose work on tics(1) is widely quoted, 
depended on the work of Meige and Fein- 
del(2) for much of his case material. Wil- 
son, who is quoted as saying that the 
prognosis in maladie des tics is “sinister,” 


MALADIE DES TICS IN CHILDREN 


also adds that at the time of writing he had 
not seen a case in years. 

The authors state that “The etiology of 
Gilles de la Tourette’s disease remains as 
obscure as it was in his time. . . .” They 
also imply that therapy so far has not been 
successful except where one could modify 
the environment. They unequivocally dis- 
miss pharmacologic therapy as ineffective 
in their cases. 

It is difficult to generalize on the basis of 
2 cases but my experience differs from 
theirs in relation to etiology and therapy. 


The first case was that of a 14 year old girl 
first seen 5 years ago. The tics, behavior and 
learning difficulties started after a severe case 
of measles when the child was 8. The neu- 
rological examination only noted the charac- 
teristic tics ; the EEG was difficult to evaluate 
because of the movements. The psychological 
examination was of significance because the 
results as compared to a previous psychologi- 
cal record pointed to some deterioration. The 
psychological profile also showed indications 
of organic involvement. My impression was 
that this was a post-encephalitis case and 
would not respond to psychotherapy. How- 
ever, because the girl did not respond to medi- 
cation of various kinds, I agreed to refer her 
to a colleague who believed he might help 
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her with psychotherapy. She did not improve 
with this approach either and after one year 
treatment was discontinued and the mother 
decided to have the child treated in a mental 
hospital. 


The second patient, also a girl, was seen one 
year ago when she was 10. When younger and 
before the onset of any apparent disturbance, 
she had suffered from a severe croup and is 
also said to have had a bad case of chicken 
pox. The neurological examination revealed 
nothing other than the characteristic tics them- 
selves. The EEG was considered to be abnor- 
mal, the findings being consistent but not 
diagnostic with those found in epilepsy. The 
results of the psychological examination point- 
ed to an impulsive child who was unsuccess- 
fully attempting to cope with this by erecting 
compulsive defer.ses. 

At first the tics were limited to the arm, 
hands and eyelids but without the bark. Be- 
sides the tic the parents also complained about 
the child’s hyperkinesis, distractability result- 
ing in mediocre school work, impulsivity in 
behavior and thinking. 

The girl was put on a Dexedrine regimen 
and the improvement was dramatic except for 
a push of speech, described as impulsive over- 
talkativeness, which occurred mostly toward 
evening. The school physician who examined 
the child because of the principal’s complaint 
that she was suffering from Sydenham’s chorea 
and also was disruptive in class, dismissed the 
charge as unfounded. 

To modify the difficulty in speech which 
was present only toward the end of the day, 
I added Thorazine to the Dexedrine. Within a 
few days the child developed a barking tic 
which was very disturbing to the child and to 
the rest of the family. Even after the Thorazine 
was discontinued the bark persisted. Finally, 
after much experimentation, we found that 
when Kemadrin and Artane were added to the 
Dexedrine there was a generalized improve- 
ment, including that of the bark. Inasmuch 
as this total improvement has only been 
achieved resently, it is much too early to even 
think in terms of a cure at this point. 


The formulation of the dynamics in cases 
of tic did not appear much different from 
what I found in other so-called organic 
cases. This formulation and the rationale 
behind the use of Dexedrine I have dis- 
cussed elsewhere(3). 

Essentially, I found that in all so-called 
organic cases there was an obvious neuro- 
physiological dysfunction. It was this factor 
that produced symptoms such as epilepsy, 
tics, obsessive-compulsive defenses, dis- 
tractability, impulsivity, etc. In other words, 
by “organic” I specifically imply this neuro- 
physiological dysfunction. 

In reading Ferenczi’s article again I 
found an interesting comment by Freud 
which confirms the above formulation : 
“When I incidentally discussed the mean- 
ing and significance of tics with Professor 
Freud he mentioned that apparently there 
was an organic factor in the question”(1). 
To elaborate on what Freud meant by 
organic Ferenczi later in the article quotes 
Freud as follows : “It may happen that an 
external stimulus becomes internal, for ex- 
ample, by eating into and destroying a 
bodily organ, so that a new source of con- 
stant excitation and increase of tension is 
formed. The stimulus thereby acquires a 
far-reaching similarity to an instinct. We 
know that a case of this sort is experienced 
by us as physical pain”(1, 4). 
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Editor, THz AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sin : The statement by Dr. Rapoport that 
the frequency of case reports in the litera- 


ture and the actual prevalence of cases are 
not necessarily correlated is logically cor- 
rect. However, we have consulted a num- 
ber of experienced clinicians who attest 
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to the rarity of Maladie des Tics. Indeed, 
the citations by Dr. Rapoport support this 
contention since the authors, Ferenczi and 
Wilson, both had to rely on reports of 
others. 

We feel that the evidence does not per- 
mit any firm conclusion as to the etiology 
of this syndrome. Dr. Rapoport seems to 
feel that his two cases argue for an organic 
cause but there are others in which there is 
no clear history or medical evidence of 
organic factors. Citations from Freud really 
do not settle the point. The evidence is 
simply not conclusive on this matter. We 
did not “unequivocally dismiss” pharma- 
cologic therapy but merely reported that it 
proved to be ineffective in our experience. 


ELECTROSHOCK 


Editor, THe AMERICAN JOURNAL OF PsycuHi- 
ATRY : 

Simm: You might find it worthwhile to 
publish this report of an interesting com- 
plication of electroshock therapy. 

I recently treated a 63 year old man for 
a severe agitated depression, giving him 8 
electroshock treatments. Following the 
third treatment, he complained bitterly of 
severe pain in the epigastrium, which was 
not relieved satisfactorily by any of the 
usual analgesics. Examination did not re- 
veal anything significant at that time other 
than mild rigidity of the muscles of the 
upper abdomen. Because of the markedly 
disturbed state of the patient, it was de- 
cided to continue with therapy and he 
received the balance of the course of 8 
treatments. The pain continued in inter- 
mittent fashion, the patient finding relief 
when he sat or reclined in a position of 
acute flexion. Since the pain persisted, the 
abdomen was again examined on several 
occasions by me and several other physi- 
cians. Finally, he was found to have an 
aneurism of the abdominal aorta which 


We are interested to learn of his possible 
success with other drugs. As he himself 
points out, the period of follow up is far 
too brief and the single case cannot be con- 
sidered as more than anecdotal evidence. 
We would like to encourage those who 
have dealt with these patients over sub- 
stantial periods of time to report their ex- 
periences in the literature. Very few of us 
have the opportunity to see many cases. 
Only by pooling our knowledge can we 
hope to get an adequate picture of this 
disorder. 
Leon Eisenberg, M.D., 
Children’s Psychiatric Service, 
Harriet Lane Home for Children. 
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was not only palpable, but which produced 
a distinct bruit on auscultation. 

General physical examination prior to 
the course of shock therapy was not re- 
markable and, in fact, the patient had had 
an uneventful cholocystectomy 4 months 
prior to the course of ECT, at which time 
his gall bladder containing many stones 
was removed. 

There is no doubt but that the position 
of hyperextension of the spine during the 
shock treatments stretched or otherwise in- 
jured the structure of the aneurism. Cur- 
rently, four weeks after the last electroshock 
treatment, the patient is doing very well 
from the standpoint of his agitated depres- 
sion and is slowly recovering from the 
episodes of pain in his abdomen. 

I offer the above note as an example of 
a complication which was most unexpected. 
I confess I have not reviewed the literature 
to see whether such complication has been 
encountered previously. 

Jacob Sirkin, M. D.., 
Newark, N. J. 
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THE AMERICAN INsTITUTE FOR PsycHo- 
ANALYsIs.—A $5,000 fellowship is available 
to psychiatrists applying for the full course 
of training in the American Institute for 
Psychoanalysis. The recipient will be 
granted $2,500 per annum during the sec- 
ond and third years. 

Candidates must be graduates of an 
A.M.A. accredited medical school and have 
completed a one year general internship 
and two years psychiatric residency in 
hospitals approved by the A.M.A. 

For further information write to the 
Registrar, Miss Janet Frey, American Insti- 
tute of Psychoanalysis, 220 W. 98th St., 
New York 25, N. Y. 


BisLioGRAPHY OF PsYCHOPHARMACOLOGY. 
—The National Library of Medicine of the 
Public Health Service has issued a 258 
page bibliography entitled Psychopharma- 


ca, compiled by Anne E. Caldwell, M.D. 
It contains references to approximately 
2,500 articles, published between Jan. 1952 
and Dec. 1956, concerned with the effect 
of psychopharmacologic agents on the psy- 
chologic, behavioral and encephalographic 
reactions of normal subjects, patients and 
laboratory animals. 

The book is divided into 4 sections : 
1. Drug Index, which lists the chemical, 
trade and generic names of drugs, drug 
groups and trade names of drug combina- 
tions with their composition; 2. Subject 
List of Drugs, and alphabetical listing with 
references; 3. Ancillary Subject List of 
Special Conditions and 4. An alphabetical 
Author List. 

The book may be obtained from the 
Superintendent of Documents, U. S. Gov- 
ernment Printing Office, Washington 25, 
D. C. Price, $1.50. 


Dr. Noyes Retmes.—Dr. John E. Davis, 
Commissioner of Mental Health for the 
State of Pennsylvania, sends the informa- 
tion that informal ceremonies honoring 
Dr. Arthur P. Noyes, former President of 
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the APA, on the occasion of his retirement 
as superintendent of Norristown State Hos- 
pital, were held on Thursday, June 11, 
1959, at the Hospital. 

Since 1916 Dr. Noyes has held impor- 
tant posts in several hospitals in the east 
including Boston Psychopathic, St. Eliza- 
beths and the Rhode Island State Hospital 
for Mental Diseases. He was superin- 
tendent at the latter institute for seven 
years when he was called to the super- 
intendency of the Norristown State Hos- 
pital in 1936. He is the author of Modern 
Clinical Psychiatry and co-author of Text- 
book of Psychiatric Nursing, each in its 
fifth edition. 


Worip Funp, Inc.— 
The creation of the Frank H. Rowe Me- 
morial Fellowship in Rehabilitation for 
post-graduate training in physical medicine 
and rehabilitation in the United States 
for a physician from Australia was an- 
nounced, June 1, 1959, simultaneously in 
Melbourne and New York. The fellowship 
is being given by the World Rehabilita- 
tion Fund, Inc. in cooperation with the 
Australian Advisory Council for the Physi- 
cally Handicapped, the International So- 
ciety for the Welfare of Cripples, and the 
Smith Kline and French Foundation. The 
Fellowship was created to honor the late 
Frank H. Rowe, C.B.E., Director-General 
of Social Services, Commonwealth of 
Australia, 1949-1958, for his contribution 
to the development of rehabilitation serv- 
ices for the physically handicapped inter- 
nationally. 

The Fellowship is for a minimum of one 
year and is subject to renewal. Training 
under the Frank H. Rowe Memorial Fel- 
lowship will be given at the Institute of 
Physical Medicine and Rehabilitation, New 
York University-Bellevue Medical Center, 
N. Y. C. 

Currently there are 71 trainees (57 
physicians and 14 non-physicians) from 35 
different nations receiving long-term ad- 
vanced training in the United States un- 
der the auspices of the fund. 
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Address: World Rehabilitation Fund, 
Inc., 400 East 34th St., New York 16, N. Y. 
President : Dr. Howard A. Rusk. 


AMERICAN Boarp OF PsYCHIATRY AND 
Nevuro.ocy, Inc.—In February, 1959, the 
American Board was authorized to under- 
take sub-specialty certification in Child 
Psychiatry. The following physicians, all 
Diplomates in General Psychiatry of the 
American Board of Psychiatry and Neu- 
rology, have been certified in the sub- 
specialty of Child Psychiatry : 

Frederick H. Allen, M.D., Philadelphia 
29, Pa. 

Frank J. Curran, M.D., New York 28, 
N. Y. 

Othilda Krug, M.D., Cincinnati 29, Ohio. 

William Siddon Langford, M.D., New 
York 32, N. Y. 

Hyman S. Lippman, M.D., St. Paul 4, 
Minn. 

Joseph Franklin Robinson, M.D., Wilkes- 
Barre, Pa. 


Tue AcapEeMy oF PsycHosomatic Mepi- 
cinE.—The sixth annual meeting of The 
Academy will be held October 15-17, 1959 
at the Sheraton-Cleveland Hotel in Cleve- 
land, Ohio. The meeting will be directed 
to the needs of nonpsychiatric physicians. 
Everyday office management of psychoso- 
matic problems will be dealt with in formal 
papers, symposia, panel discussions, and 
small study groups. 

The meeting will be open to physicians, 
psychologists, social workers and nurses. 
Information may be obtained from Dr. 
Bertram B. Moss, Suite 1035, 55 East Wash- 
ington St., Chicago 2, Ill. 


History OF THE BEHAVIORAL SCIENCES 
NEwSLETTER.—The history of the develop- 
ment of the behavioral sciences is a rela- 
tively new research area, to which numer- 
ous scattered workers have been attracted. 
As a medium of communication and in- 
formation a newsletter is to be established 
in the interests of anthropologists, psychi- 
atrists, psychologists, and any others 
working in this area. It will provide a 
means of requesting specialized informa- 


tion and bibliographical material ; and it 


will list new books and cooperative surveys 
and developments pertinent to this field. 

The specific purpose of the first issue is 
to contact those interested in the behavioral 
sciences, to solicit their suggestions and 
to obtain names and addresses from them 
of others interested in this area. 

For further information write to Dr. 
Eric T. Carlson, Payne Whitney Psychi- 
atric Clinic, New York Hospital, 525 East 
68th St., New York 21, N. Y. 


Epucation oF Psycuiatric Aspes.—The 
National League for Nursing has pub- 
lished a 27-page booklet entitled Sugges- 
tions for Experimentation in the Educa- 
tion of Psychiatric Aides, which points out 
the importance of preservice training of 
psychiatric aides and makes suggestions 
as to objectives, curriculum and evaluation 
of the students. 

The pamphlet is available from The 
National League for Nursing, 10 Columbus 
Circle, New York 19, N. Y. Price, $1.00. 


Eastern Psycutatric Researcu Assoc., 
Inc.—The Association will hold its fourth 
annual meeting October 23-24, 1959, at the 
Waldorf-Astoria Hotel, N. Y. C. Papers will 
be given under the general headings of 
Chemical and Behavioral Aspects of Psy- 
choses ; and a Symposium on the Genetics 
of Disordered Behavior. There will also be 
a panel discussion on Neuropsychiatric As- 
pects of Space and Depth Medicine. 

For further information write to David 
J. Impastato, M.D., Eastern Psychiatric 
Research Assoc., Inc., 40 Fifth Ave., New 
York, N. Y. 


New York Stare Narcotic AppIcTIon 
Researcu.—At Manhattan State Hospital 
is now located the first research unit in 
narcotic addiction in New York State. It 
will contain 55 beds for inpatients and 
ample provision also for outpatient care. 

The work of the center will be inte- 
grated with the new program of treatment 
and clinical research conducted by the 
city of New York. 


Mw-Continent Psycuiatric Assocta- 
TION.—The annual meeting of the Mid- 
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Continent Psychiatric Association will be 
held September 18-20, 1959, at the Holiday 
Inn Hotel, St. Louis County, Mo. Presi- 
dent James N. Haddock, St. Louis, will 
preside and the incoming president is Dr. 
Louis Cohen, Little Rock, Ark. Twelve 
scientific papers will be presented. Out- 
of-town speakers will include Dr. Adolph 
Sahs, Iowa City ; Dr. Joseph B. Parker, Jr., 
Lexington, Ky. ; Dr. Manfred Guttmacher, 
Baltimore ; Dr. John O’Hearne, Kansas 
City; Dr. Charles Shagass, Iowa City ; 
and Dr. Herbert Modlin, Topeka. 

For further information write James N. 
Haddock, M.D., President, 950 Francis 
Place, Clayton 5, Mo. 


NATIONAL ASSOCIATION FOR MENTAL 
Hesiru.—In its Annual Report, issued June 
8, 1959, the N.A.M.H. stated that the num- 
ber of resident patients in state and county 
mental hospitals stood at 545,000 on De- 
cember 31, 1958, compared to 548,000 at 
the end of 1957, a reduction of approxi- 
mately one-half of one percent. Admissions 
in 1958 rose sharply, from 195,000 in 1957 
to 210,000 in 1958, a rise of about 8%. 

The report also mentioned that federal 
government appropriations for research, 
training and community services rose sub- 
stantially in 1958. Congress appropriated 
$52,000,000 for the budget of the National 
Institute of Mental Health, compared with 
$37,000,000 in 1957. 


Nortu Paciric District Brancu, APA. 
—The third divisional meeting of Area 5 
will be held in Seattle, Wash., September 
24-27 as a joint meeting with the West 
Coast Psychoanalytic Society. Members not 
living in the 13 western states may make 
hotel reservations by writing Marcus R. 
Stuen, M.D., 1206 South llth St., Build- 
ing 17, Tacoma 5, Wash. 

The joint meeting will be preceded by 
meetings of the Western Group Psycho- 
therapy Society, September 21-23 and two 
sponsored by the Western Interstate Com- 
mission on Higher Education, Directors of 
Nursing Services and Directors of Educa- 
tion at Lake Wilderness, September 21-23 
and Mental Hospital Superintendents the 
afternoon and evening of September 23. 


Camspripce Universiry SyMPostuUM ON 
Depression.—This symposium will be held 
at Cambridge from September 22 to 26, 
1959, inclusive. It will consist of lectures 
and discussions on the following 4 aspects 
of the subject: clinical, neuropharmaco- 
logical, psychological, therapeutic, one of 
which will be discussed each day. The 
Proceedings of the symposium will be in 
English and will be published by the 
Cambridge University Press. 

Accommodation and board will be pro- 
vided in Clare College, and inclusive of 
gratuities will be £10 10s. The fee for the 
full course is £26 6s. Od.; part-time, £1 
lls. 6d. per day. 

The symposium will be introduced by 
Prof. Aubrey Lewis, Maudsley Hospital, 
London ; the lecturers will include Prof.° 
Leucio Bini, Rome ; Prof. Cazzullo, Milan ; 
Dr. E. Beresford Davies, Cambridge ; Dr. 
Russell Davis, Cambridge ; Dr. Deniker, 
Paris; Dr. Feldberg, London; Dr. James 
Flind, London ; Dr. Hoffer, London ; Prof. 
Mayer-Gross, Birmingham ; Prof. Rothlin, 
Basle ; Dr. Sargant, London ; Prof. Jackson 
Smith, Nebraska; Prof. Zamgwill, Cam- 
bridge. 


Dmectors OF Private Non-Prorit MEN- 
TAL Instrrutions Meer.—In 1844 Dr. 
Thomas Kirkbride and 12 other heads of 
hospitals held a meeting on the grounds 
of the Pennsylvania Hospital in Philadel- 
phia, at what was then a rather new hos- 
pital at 44th and Market Streets. 

Through the years the directors of the 
private non-profit mental institutions on the 
Atlantic coast have met from time to time 
and discussed their mutual problems. This 
practice has continued to the present time. 
On June 12, 1959, at the invitation of Dr. 
Lauren H. Smith, the Physician-in-Chief 
and Administrator of The Institute of the 
Pennsylvania Hospital, 8 directors of these 
same institutions visited the new Institute 
of the Pennsylvania Hospital which was 
opened on January 28, 1959, simultaneously 
with the closing of the famous old 44th 
Street Department. The directors spent 
some time in going through the colorful 
new building which is furnished in modern 
furnishings and air conditioned throughout. 
They then adjourned to a luncheon meet- 


a 
4 
2 
4 


1959 ] 


NEWS AND NOTES 


183 


ing where many problems were reviewed. 

Of special interest were studies furnished 
by each director of the ratio of the nursing 
personnel to the average census of patients, 
emphasizing the interrelationship of the 
nursing education division to the relative 
costs of such in the hospital treatment pro- 
gram. The group felt that it might be ad- 
visable, if possible, to undertake a short 
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research study as to the cost of nursing 
education in private non-profit mental hos- 
pitals, and how much it added to the 
financial burden carried by families, even 
though it was obvious that the presence of 
such nursing schools in these psychiatric 
hospitals maintain a very desirable nurse 
patient ratio that added much to their 
treatment program. 


REPORTS 


HOSPITALS APPROVED AND CONDITIONALLY APPROVED 
BY THE CENTRAL INSPECTION BOARD 


As of May 15, 1959, the following hospitals have been added to the list of the Central 
Inspection Board published in the August 1958 issue of this Journal, page 173 : 


Approved : Compton Sanitarium, Compton, Cal. ; 

Anclote Manor, Tarpon Springs, Fla. ; 
; Falkirk Hospital, Central Valley, N. Y.; Four Winds, Katonah, N. Y., Appalachi- 
an Hall, Asheville, N. C.; St. Albans Psychiatric Hospital, Radford, Va. 
Westbrook Sanatorium, Richmond, Va. ; 


Farms, Conn. ; 
Ga. 


pital, Inc., Richmond, Va. ; 


Hall-Brooke Sanitarium, Green 
Brawner’s Sanitarium, Smyrna, 


; Tucker Hos- 
and Clinique 


Roy-Rousseau, Mastai, P. Q., Canada (all private hospitals). 


Conditionally Approved: Clearview Hospital, Evansville, Ind. (private hospital). 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following candidates were certitied by 
this Board after examination in New Orleans, 
La., March 16-17, 1959. 


PSYCHIATRY 
Abpeme, Arnold Louis, 270 Commonwealth Ave., Boston 15, 


ass. 
ee Comstock, 679 North Michigan Ave., Chica- 
go 
Alvarez, Flavio E., Clausells Bldg., Ponce, Puerto Rico. 
Arenowitz, Albert H., 5058 LaCrosse La., Madison, Wis. 
Baker, Cecil G., Vay 76, Yankton, S. D: 
a. Stuart, 1942 Sherman St., S.E., Grand Rapids 6, 


Bernstein, Jove ph I., Mulberry St., Mass. 
Bonsted 6 Summit hio 
Bronstein, Milton Wilshire Blvd, Hills, 
Calif 
Date, Henry L., 725 North University Ave., Ann Arbor, 
Cain, Arthur James, 1075 Pleasant .. Belmont 79, Mass. 
Calobrisi, 110 East 36th Se ew Yor 
Carleton, John Lowndes, Medical Arts Bldg., 1421 Chapala 
Santa Barbara, Calif. 
James Floyd, New Jersey State Hosp. 


om, 
Brookville Medical Bldg., 6779 Memphis 
ve. 


9, 857 Beacon St., Boston, Mass. 
Click, Paul Robert, 127 North Madison Ave., Pasadena, 


Calif. 
Cohen, Sanford Irwin, Dept. of 
School of Medicine, Durham, 
Conkling, Frederic Everett, 
Miami 36, Fla. 


at Ancora, 


Duke University 
III, Jackson Memorial Hosp., 


Cray, Gordon Cameron, 850 Middlefield Rd., Palo Alto, Calif. 

Decker, William A., 1145 Oakland Dr., Kalamazoo, Mich. 

DeMyer, Marian K. H., LaRue D. Carter Memorial Hosp., 
1315 Wese 10th St., Indianapolis 7, Ind. 

De Be Horace Daniel, 8 East 96th St., New York 28, 


NO Luis, 31 West 86th St., New York 24, N. Y. 
Dugan, omas M., 417 Lincoln Se., Johnstown, Pa. 
Ferriz, Jorge, 12 West 96th St., New "York 25, N. Y. 
Joon Claude Jeans, 207 West Washington Sc., 


Urbana. 
124 East 65th St., New York 21, N. Y. 


Fisher, Saul H., 
Joseph A., 1315 West Tenth S.. Indianapolis 


Ind. 
Freak. (len, Health Service, University of Colorado, 


ulder, Colo. 
Fuller, David Henry, Jr., State Hosp. 
Gad pelle, Warren J., 2465 South wning 10, 


Gigoets. James P., 612 North Michigan Ave., Chicago 11, 


Glenn 26 Brooks Bldg., 201 Ease Liberty, 
Ann Arbor, 
Gray, eo ‘Marie, 206 East Chestnut St., Louisville 2, Ky. 
Green, Martin, Kansas Treatment Center for Children, 
“ed Oakley, Topeka, Kan. 
Richer’ Camelback Professional Bidg., 5051 
4ah Phoenix, Ariz. 
Hanni, John William. 40 South Clay Sc., Hinsdale, Ill. 
Hastings, Philip Ross, VA Hosp., Canandaigua, N. Y 
Henker, Fred O., Ill, Dept. of Psychiatry, University of 
Arkansas Medical Center, Little Rock, Ark. 
= Robert C., 5632 Woodmont Ave., Pittsburgh 17, Pa. 
Hopecot. Winthrop C., 427 North Camden Dr., Beverly 
ills, Cali 
or” Simon, 360 North Bedford Dr., Beverly Hills, 
if, 
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K., Medical Office Bldg., Sta.c Hospital, 

lorristow 

anulis, Pever'T., 60 Sutton Pi. South, New York 22, N. Y. 
epson, William Warner, University of Minnesota Hospitals, 
Minneapolis 14, Minn 

Johnson, ille Henry, VA ae 54th Sc. and 48th Ave. 
South, Minneapolis 1 

Jones, Warren Lester, 137 North Madison Ave., Pasadena, 


if. 
Kepien,, Eugene Herbert, 15 Canterbury Rd., Great Neck, 


Ker , Harvey Earle, 66 East 80th St., New York 21, N. Y. 
Thomas J., est State St., Trenton 8, 
N., USPHS Hosp., 210 Scare Sc., New 
eans 
Kogl, C 623 Southdale Medical Bldg., Min- 
neapolis, M 
Kreplick, coaph. ‘New England Center Hos Harrison Ave. 
Krinsky, Albert, ty Lincoln 5, M 
Lassen, Thorbj ohan, Lower Peninsula Mental} Hygiene 
Clinic, 102 23 Se New: News, Va. 
Lewis none A % 5610 East Bates Ave., Denver 22, 


Loughlin, Lawrence Leo, Indiana University Medical Center, 
1100 West Michi "Se. Indianapolis 7, Ind. 
Maculans, ces 215 South Painter Ave., Whittier, 


Mako, Aladar Cleveland Regional Treatment Center, 
12200 "Rd., Cleveland 20, Ohio 

Marshall, Marion G., Schenley Park "Apts., ‘Fifth Ave. and 
Bigelow Bivd., a) 13, 

McCaw, William W., 1733 High St., Denver, Colo. 


320 North Main Sct., Fla. 
1866 Sheridan Rd., Highland Park aw 
2208 Edgewater Terr., Topeka, 
1750, oy 19th Ave., Denver 18, a 
024 Delanc Philadelphia, 
South Ridge wy | “Ave. 
Moore, Robert 730 Northside Ave., Arbor ~y 
oorhead, arry "H., 121 Westchester White Plains, 


Muffly Robert B., Nebraska Psychiatric Inst., 602 South 
Langley Porter Ni hi 
radfor rifin, Lang! rter Neuropsyc ferric 
‘ase, Parnassus and First Ave., ‘San Francisco 22 Cal 
Naiman, 161 East 88th St., New York 28, N ia 
Natterson, Joosph M., 427 North Camden Dr., Beverly Hills, 


Olinger, Allen Francis, 191 Shasta St., Los Altos, Calif. 

Ornstein, Paul H., Psychiatry, Cincinnati General 
Hosp., Cincinnati 29, 

Preuss, Hans G., 88 Bay — Ba. Boston 15, Mass. 

Ragins, Naomi, "201 De Soto Pictsbur, a5, 

nt, Jonas Ralph, 1117 Se "Paul St., Baltimore 2, Md. 
Rely, illiam Duraind, 3154 Reid Dr., Corpus Christi, 


namie H. Jerome, 71 Adams Ave., Evansville 13, I 

Ritchey, Hardin McLean, Kay Clinic, 3015-7th Ave. 
Birmingham, Ala. 

Robinson, yt files, HH Linwood Ave., Buffalo 9, N 

Ross, Har 

Schachter, 

om 


Merrill, F. on 
ilgram Kenneth K 
intek, Victor 


ald A., bern Medical Center, Los Angeles 24, 


Schwara, Leonard, 3347 Forbes St., Suite 202, Pittsburgh 13, 


Scofield, John Menninger Foundation, Topeka, 
Seslin, Melvin tt Washington Sc., » il. 
Parola? St., Nore 

pe, PW ill University Hosp., PCharionesville, 


Siegel, De Donald Gabriel, UCLA Medical Center, Los Angeles 
Silbersein, “Richard M., 144 Clinton Ave., Staten Island, 
Sah. William Frederick, Jr., 537 Watson, Apt. 7, Topeka, 


Stage, Thomas B., VA Hosp., Topeka, 

Steg. Joseph, Eastern Pennsylvania Inst., Henry 
ve. Abbousford ia 29, Pa. 
Steinkirchner, Albert V Brookline 46, Mass. 
Still Arthur 46 East 73rd St., New York 21, 


Rawat Bruce, 7 South Main St., Wese Hartford 7, 


Tanay, “Emanuel, 17007 Kercheval Ave., Grosse Pointe, Mich. 

Tolley, Granville, oy: of North Carolina 
~ edicine, Chapel 

Townley, Merlin C., Wayne ene General Hosp., Eloise, 


piesold M., 646 North Michigan Ave., Chica- 


Walker, Nancy Adine, De 
University School of M 
Westman, Jack C., 

Hospital, Ann Mic 
Wore, Chasis M., 416 North Bedford Dr., Beverly Hills, 


Wiedorn, William Schaffrath, oo Dept. of Psychiatry, 
Louisiana University School of Medicine, 1542 Tulane 
Ave., New Orleans 12, La. 

Wilms, John H., Purdue University, Seudent Health Service, 
Lafayette, Ind. 

james Harmon, 424 Upham Melrose 76, 


Wolansky, Oleh M., 1213 Court St., Utica, N. Y. 
Zehler, Edward M., 577 Stevens Sc. Camden 3, N. J. 


Swain, 
Cc 


Mich. 
Visotsky, 
go ll, 


. of State 
icine, New Orleans 12, 


Neuropsychiatric University 
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Barlow, Charles F., 950 East 59th Sc., Chicago 37, Ill. 
Coouch, Richard L., 700 North Michigan Ave., Chicago 11, 


Currier, Robert David, Dajoensiey Hosp., Ann Arbor, Mich. 
a Robert F., 1619 South Fountain Ave., Springfield, 


jade, "Leonard W., Dept. of Neurol Gen- 
eral Hosp., Fruit St., Boston 14, 
, Francis, Jr., Armed Forces Inst. of Pathology, Wash- 
ington 25, D. C. 
i. Simeon, Peter Bent Brigham Hosp., 721 Huntington 
Ave., Boston 15, Mass. 
Markham, Charles Henry, UCLA Medical Center, Los An- 
geles 24, Calif. 
Schvenh, Halbert Herman, 97th General Hosp., APO 757, 
New York, N. 
Joseph VA Hosp., 150 South Huntington Ave., 
ron 
N.. 700-25th Ave., San Francisco 21, Calif. 
Grayson, 200 First Sc. N. Ww. Rochester, Minn. 
. Lionel, 2nd General Hosp., APO 180, New 


i. Neurological Unit, 818 Harrison Ave., 
Mass. 

Henry de General Hosp., 
Fruit St., Boston 14, Mass 
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Tue Sanctiry oF LIFE AND THE CRIMINAL 
Law. By Glanville Williams. (New York : 
Alfred A. Knopf, 1957, pp. xxii + 350. 
$5.50.) 


Professor Williams is a Fellow of Jesus Col- 
lege, Cambridge. In 1956 he delivered the 
James S. Carpenter Lectures during his term as 
Visiting Professor on the Faculty of Law at 
Columbia University, New York City. This 
book presents an amplified version of these 
lectures. 

It is a courageous book. It considers ques- 
tions of “legal biology and legal ethics,” the 
function of the law in the service of man and 
for his protection, and desirable changes in 
the law to that end. 

The titles of the 8 chapters : The Protection 
of Human Life, The Control of Conception, 
Sterilization, Artificial Insemination, The Law 
of Abortion, The Problem of Abortion : Morali- 
ty and the Social Facts, The Prohibition of 
Suicide, Euthanasia, will indicate the highly 
controversial nature of the material the author 
deals with. He presents fully the factual 
background of these various issues and seeks 
to keep their treatment objective. He does 
not hesitate however to express his own con- 
sidered opinion on matters where, so far, there 
is no consensus. It is these opinions that give 
the book its special value. 

In each of these chapters the author con- 
siders the problem involved from the stand- 
point not only of British law but also of law 
in the United States and other countries ; and 
where existing legislation does not minister 
to social welfare and is inhumanly prejudicial 
to the welfare of the person who may be 
accused thereunder, he points clearly to the 
need for change. In the case of infanticide by 
the mother, for example, where so many ex- 
tenuating circumstances may exist, he asks for 
“greater exercise of the discretion of prosecut- 
ing authorities,” and reminds us that “one 
element in the legal process is ineluctable— 
the distress of mind caused to the offender by 
being summoned before a court, particularly 
where this involves much publicity in the 
press. This reinforces the argument that a legal 
inquisition into conduct is not justified on 
moral or religious grounds if no sufficient or 
social purpose is to be served.” 

Recalling that Malthusian prophesy is being 
frighteningly fulfilled in our time, and that 
“already two-thirds of the world’s population 
are living pitifully on or below the margin of 
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subsistence,” Professor Williams calls for saner 
laws dealing with birth control, which at pres- 
ent largely disregard the rights and well-being 
of the female half of the population. He quotes 
an American survey in 1943, when 85 percent 
of women questioned favored contracep- 
tive advice for married women as did more 
than 2/3 of the Catholic women questioned. 
And he points out that “it is the religious ob- 
jections that have done so much to retard 
medical exploration in this field of knowledge. 
When religious opinions are embedded in the 
law, the cramping effect upon free scientific 
enquiry is even more disastrous.” Of the re- 
ligious argument that contraception is “against 
nature” he remarks, “This extremely primitive 
if not blasphemous theology can perhaps be 
sufficiently answered by pointing out that 
nature evidently intends males to have beards, 
which intention they steadily frustrate by the 
use of the razor.” 

The question of artificial insemination “is 
not specially dealt with either in American or 
English law.” The author surveys the range 
of rulings and opinions, both legal and theo- 
logical, which are rather more curious, some- 
times amusing, than edifying. 

The law concerning therapeutic abortion 
has become considerably softened in recent 
years. Under the National Health Service in 
Britain, a large London hospital reported that 
in the year 1953, 46 therapeutic abortions had 
been performed, as compared with 9 in 1938. 

Though opinions are divided, Protestants and 
Jews generally are favorable to therapeutic 
abortion. “The Church of Rome, on the other 
hand, remains adamantly opposed . . . even to 
save the life of the mother.” For comparison 
turn to Japan where sterilization and abortion 
for medical, economic or eugenic reasons were 
legalized in 1948. For the year 1954 opera- 
tions under this law numbered 1,143,059, In 
Scandinavian countries abortion is authorized 
on much wider grounds than strictly medical. 
In Denmark pregnancy may be terminated to 
prevent serious danger to the life or health 
of the woman based on “(1) present physical 
or mental illness ; (2) threatening physical or 
mental weakness ; (3) the social circumstances 
under which the woman has to live.” 

A scholarly chapter deals with attitudes to 
suicide from early times on, and with punish- 
ment for attempted suicide in various coun- 
tries. Thomas Acquinas held that since man 


was the property of God, only God could de- 
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cide on his life and death. Seneca on the 
contrary, had asserted the jurisdiction of the 
individual over his own life. 

Attempted suicide is not an offence in Indi- 
ana, Iowa, Maine, New York, Pennsylvania ; 
it is also unpunishable in Ohio, Illinois and 
Texas. 

The final chapter discusses a particularly 
controversial subject—euthanasia. The author 
reviews opinions and rulings, legal and theo- 
cratic, and points to the opinion expressed by 
the Catholic Sir Thomas More, in his Utopia 
where any that are “taken with a torturing and 
lingering pain, so that there is no hope either 
of cure or ease, the priests and magistrates 
come and exhort them that, since they are now 
unable to go on with the business of life, and 
are become a burden to themselves and all 
about them, and they have really outlived 
themselves, they should . . . choose rather to 
die since they cannot live but in much misery.” 

Professor Williams presents and accepts the 
view that “a man is entitled to demand the 
release of death from hopeless pain and a 
physician who gives this release is entitled to 
moral and legal absolution for his act.” 

To sum up: a fully documented statement 
of existing laws relative to some of the most 
vital concerns of human existence, and the au- 
thor’s enlightened and humane attitude thereto. 

C.B.F. 


A SxepticaL PsycHoana.yst. By Kenneth M. 
Colby, M. D. (New York: Ronald Press, 
1958. pp. 145. $3.75.) 


TECHNIC AND PRACTICE OF PSYCHOANALYSIS. 
By Leon J. Saul, M. D. (Philadelphia : 
Lippincott, 1958. pp. 244. $8.00.) 


Growing fascination with new drugs and 
increasing interest in brain physiology have 
taken some of the spotlight from psychoanaly- 
sis. However, psychoanalysis still continues to 
enchant new entrants into psychiatry; and 
veteran practitioners show no flagging of 
loyalty. 

These two new books reflect the continuing 
interest in psychoanalysis. Dr. Colby’s work is 
a medley of marginalia, a collection of witty 
footnotes on psychoanalysis. Dr. Saul’s text is 
a systematic handbook of technic. Dr. Colby’s 
essay on “Why Newton Hated Apples” is a 
bouncing burlesque of solemn science writing, 
as well as a charming bit of whimsy. His “Let- 
ter to a Young Analyst” is wise as well as 
witty. He makes pungent remarks about or- 
ganizations, about psychoanalysts, about medi- 
cal journalism, and about interprofessional 
relations. He salts his text with many Colby- 


isms. (Example “psychoanalysts like to say that 
they are only human but they don’t really 
believe it.”) He offers an ingenious technic 
for self-analysis with a tape recorder (strictly 
for professional use however; he does not 
believe in extending do-it-yourself to the pa- 
tient.) He notes how we overemphasize re- 
sistance but have little to say about facilitation 
of analysis—and he coins a new word for this 
(“proceedance”) and suggests how it may be 
improved. 

Dr. Colby is one of the few psychiatric 
writers to be interested in the inner thought 
processes of the analyst. What the book lacks 
in organization, it makes up in sagacity. It is 
a pleasant night-table volume—and is a good 
gift to a friend interested in psychoanalysis, 
professionally or personally. 

Dr. Saul is a practitioner with a superior 
sense of the analyst's social responsibilities. He 
offers a better-than average account of how 
to get anamnestic data. He includes an in- 
teresting discussion of the mechanics of analy- 
sis. His little essay on the couch is a mono- 
graphic gem. Unlike many of his brethren, he 
recognizes that some patients can become ad- 
dicted to psychoanalysis. I think he heckles 
the reader with footnotes—there are at least 
65 citations to Freud alone, and in less than 
250 pages of text he has some 120 footnotes. 

The book is beautifully constructed with 
chapters on failures, difficulties, transference, 
dream analysis, free association and on the 
technics of starting and terminating treatment. 
One of the nice parts of Dr. Saul’s book is con- 
stant re-orientation to reality. He does not 
make a fetish out of dogmatism. 

American psychiatric literature is well sup- 
plied with books on psychoanalysis. But Dr. 
Saul and Dr. Colby each offer us a fresh point 
of view. In its short life, psychoanalysis has de- 
veloped a doctrinal caking that sometimes 
subordinates the patient to the theory. These 
two books are healthy antidotes to such ritual- 
ism. 

Henry A. Davinson, M. D., 
Cedar Grove, N. J. 


ELEKTROENCEPHALOGRAPHISCHE STUDIEN BEI 
(ELECTROENCEPHALOGRA- 
PHic Strupres ON Brain Tumors.) By 
Rudolf Hess. (Stuttgart : Georg. Thieme, 
Verlag, 1958. pp. 106. $4.20.) 


Hess’ study is based on the analysis of the 
electroencephalographic records of 682 veri- 
fied and localized brain tumor cases from 
Krayenbiihl’s Neurosurgical Clinic in Ziirich. 
It deals with the relationship between localiza- 
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tion and the EEG changes. The different types 
of diffuse and focal electroencephalographic 
abnormalities observed are described in detail 
and correlated with the various tumor sites. 
It is not concerned with the influence the 
nature of the tumor and its growth might have 
on the EEG. The study, however, is not purely 
statistical. Important practical and theoretical 
conclusions are offered. The findings of former 
investigators are discussed and largely con- 
firmed. In some instances older views will have 
to be modified on the basis of Hess’ broader 
material. In this reviewer's opinion the main 
value of the present study consists, aside from 
the extensive material on which it is based, in 
the extreme caution which the author applies 
in his conclusions modestly called hypothetical. 
V. A. Kran, M. D., 
McGill University, 
Montreal, Can. 


Tuerareutic Exercise. Edited by Sidney 
Licht, M. D. (Baltimore, Md.: Waverly 
Press, 1958. pp. 893. $16.00.) 


This book, the third volume of the Physical 
Medicine Library Series, is an excellent col- 
lection of 35 articles describing in detail the 
values of correctly prescribed exercises pri- 


marily in muscular or neurologic disorders. 


In the chapters covering Occupational 
Therapy and Sports very little is stated con- 
cerning their use in psychic disorders. How- 
ever, the chapter, Exercise in Mental Disease, 
by John Davis, Ph.D., formerly with the Vet- 
erans’ Administration, indicates clearly how an 
individually prescribed therapeutic program 
can aid in reintegration and socialization. Spe- 
cific exercises and games are suggested for 
each type of illness and these activities are 
described in detail. The closing chapter should 
be of interest to everyone, as it deals with 
Exercise for Healthy Persons and describes 
proper postures for sitting, standing, lifting 
and even sleeping. This book is a valuable 
reference for any condition requiring muscle 
training and reeducation. 

Rosert S. Scuopsacn, M.D., 
Detroit, Mich. 


Tue Hancover. By Benjamin Karpman, M. D. 
(Springfield, Ill. : Charles C Thomas, 1958, 
$9.50. ) 


This voluminous treatise on the hangover 
consists of personal accounts of what 14 pa- 
tients consider a hangover, much of it in quo- 
tation marks. There are 7 male and 7 female 
so-called case histories, but all except one con- 


sists only of subjective reminiscences of the 
trials and tribulations during varying periods 
that followed their alcoholic sprees or binges. 
These experiences are called “the hangover” 
which is not otherwise defined. These episodes 
vary from what the average non-alcoholic per- 
son might consider a hangover, namely the 
period of malaise and ill-feeling with or with- 
out specific bodily symptoms which may last 
a fraction of a day, to periods stretching into 
days and weeks, covering the whole range of 
alcoholic symptomatology including in some 
instances hallucinosis, delirium tremens, and 
other types of psychotic behavior, even fugue 
states. The book proves without question that 
whatever alcoholics call the hangover or in 
general the post-spree period is one of great- 
est misery and self-torture, not to mention 
the accompanying unpleasantness for whom- 
ever may be around the patient at that time. 
It is an indication of the seriousness of these 
patients’ illnesses that most were isolated, had 
no relatives or friends to whom they could 
turn and usually were dependent in their 
misery upon the public caretaker agencies, 
the police, landlords, and public hospitals. 

Most of the stories are well written, some 
fascinating but even then they are no more 
than autobiographical sketches and quite 
sketchy in many instances. None affords as 
much insight or makes as good reading as 
Jackson’s Lost Weekend, in which one can 
find almost everything that is to be found in 
this book. 

A serious defect of the book is that there 
is no description of method whatsoever. Only 
in the acknowledgment in which the author 
expresses his appreciation to his patients does 
one learn in passing that the material was ob- 
tained from written accounts and from inter- 
views. Presumably the interviews were all the 
author’s, but this is not so stated, nor the type 
of interview. In no case is a distinction made 
as to which material was written by the pa- 
tient and which was obtained in interpersonal 
process. The author is, therefore, justified in 
keeping the section of interpretation which 
follows each case history limited essentially to 
a brief summary of what the patient has com- 
municated, and none of these interpretations 
extend to much over 1 to 2 pages. To the 
reader, material of this kind remains scien- 
tifically meaningless, except for random specu- 
lation, because the context in which the ma- 
terial was obtained is not presented and the 
relation between interviewer and interviewee 
is not defined. 

The author’s thesis that a personality dis- 
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order underlies alcoholism in every case—with 
which the reviewer agrees—is neither sup- 
ported nor refuted by this book. Only in one 
case of the 14 was treatment brought to a 
satisfactory conclusion in the sense that the 
patient herself understood the roots of her 
difficulties which led to drinking, and at least 
her story implied that she had resolved some 
of her basic conflicts and changed her attitudes 
and behavior. Almost all the other patients 
paid lip service to the author’s thesis, but the 
author himself repeatedly points out how “un- 
reliable” their accounts are. Obviously to write 
these accounts the patients must have had a 
relationship with the author or somebody and 
the skeptic can easily suspect that therefore 
the patient would write whatever formulation 
would please the interviewer. The author has 
demonstrated, however, that the period called 
here the hangover can be used, if sufficiently 
remembered by the patient, somewhat like a 
projective test or a drug interview because in 
this situation the patient’s mental difficulties 
apparently come more into consciousness than 
at other times and are available, therefore, 
for verbal or other behavioral communication. 
STEPHEN F.eEck, M.D., 
New Haven, Conn. 


Tue Matrix or Mepicre. Edited by Nicolas 
Malleson. (London : Pitman Medical Pub- 
lishing Company, 1958, pp. 234. $9.00). 


This book, more clearly than any other 
which I have seen, demonstrates the changing 
nature of medical practice, especially the grow- 
ing recognition that medicine (and the pa- 
tient) is embedded in a social matrix of great 
consequence to its activity. 

The editor, a University physician, has col- 
lected 13 chapters by practitioners of unusual 
perception in fields ranging from endocrinology 
to chest disease. They each show in a lively 
style the intimate relation between practice 
and social conditions, and demonstrate the 
necessity to take these into account. For ex- 
ample, the discussant of industrial medicine 
strongly questions the usefulness of the routine 
physical examination in modern industrial con- 
ditions ; a heresy which he supports admirably. 

It is unfortunate that there is no contribu- 
tion from psychiatry, the field most directly 
affected by society, but the entire volume is a 
measure of the success of teaching concerning 
the personality, and in some ways may demon- 
strate how a pupil may threaten to outstrip a 
tutor. 

This is recommended reading for all who 


believe that psychiatry is a field of social (not 
socialized) medicine. 
Bryant M. WencE, M.D., 
London, Eng. 


Reapincs Mepicat Care. Edited by the 
Committee on Medical Care Teaching of 
the Association of Teachers of Preventive 
Medicine. (Chapel Hill, N. C.: Univ. of 
North Carolina Press, 1958, pp. 708. 
$6.50. ) 


Medical care is a term used with reference 
to the organized provision of medical services 
to the populace. Whereas the standard of medi- 
cal skill in the United States is of the highest 
calibre, many of the citizens received inade- 
quate medical care chiefly because of eco- 
nomic and geographic hindrances. This book 
deals with the extent of the problems of pro- 
viding adequate medical services, the ways in 
which attempts are being made to improve 
medical care and the ideals toward which 
group endeavours should aspire. 

The book is a collection of reprinted por- 
tions of articles and books by a variety of 
authors. The purpose is to present teaching 
material on the organization of medical care. 
To this end over 120 “readings” have been 
arranged under the headings : 

1. Problems in Medical Care : The General 
Background ; 2. The National Health Picture ; 
3. Adequacy of Medical Care ; 4. The Costs 
of Medical Care ; 5. The Medical Care Team ; 
6. Hospitals ; 7. Co-ordination in Health and 
Medical Service ; 8. Care of Long-term III- 
ness ; 9. Rural Medical Care ; 10. Public Medi- 
cal Care; 11. Medical Care in Industry ; 12. 
Medical Care Insurance ; 13. Principles and 
Proposals. 

Most of the writings are informative but 
few are inspiring. In some sections statistical 
data numbs the brain, in others tedious repeti- 
tion or labouring of the obvious dims one’s 
interest. To attempt consecutive reading is to 
court mental indigestion. In fact, were it not 
that the result is an exceedingly useful source 
book for references, one feels that the collec- 
tion of writings might make the basis for a 
good book if someone had the energy and 
talent to write it. 

Psychiatry receives less attention than the 
problems of mental illness deserve—less than 
20 pages of 708. Perhaps the Association of 
Teachers of Preventive Medicine are less fa- 
miliar with mental illness than with, for ex- 
ample, industrial medicine or the rehabilita- 
tion of physically-handicapped people. 

The sections devoted to Health Insurance 
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deserve study. The forces which have re- 
sulted in State Health Insurance in many 
countries are obviously at work in the United 
States, the most prosperous country in the 
world. 

The book will be of great value to anyone 
responsible for planning the provision of medi- 
cal services on a large scale or to teachers in 
the field of Public Health. 

W. B. Spaucpinc, M.D., 
Toronto, Can. 


MENTAL AND PuysicaL AMonc Pav- 
PERS IN StockHoLM. By Gunnar Inghe. 


(Copenhagen : Ejnar Munksgaard, 1958.) 


“This Report is part of an investigation con- 
cerning the condition of persons in receipt of 
public assistance in Stockholm, and of the 
causes of their predicament.” An introductory 
statement of the problem, gives some interest- 
ing historical material. Then follows a short 
review of previous surveys. A section of this, 
dealing with mental illness is particularly good, 
and complete. The summary is as follows— 
“This short survey shows that paupers deviate 
considerably from the general population in 
medical respects. Both the mental and physical 
morbidity are probably very excessive. It is, 
however, still not fully known Which illnesses 
are particularly frequent.” 

Then follow a chapter dealing with different 
concepts of morbidity and one on statistical 
methods. Next comes a chapter on the sub- 
jects of the survey, a description of Stockholm 
and the selection of the paupers. A control 
group was matched with the pauper group. 
An attempt was made to find a “social twin” 
for each pauper. We have married, single and 
cohabiting persons—somewhat of a surprise to 
American readers! Next comes a method of 
obtaining data from interviews, medical ex- 
aminations and from histories. Just how the 
mental diagnosis was made is not entirely 
clear. That there were defects in the material 
is readily acknowledged. 

Chapter 6 deals with mental illness ; a num- 
ber of case histories are given. The term men- 
tal insufficiency is used, apparently much as 
the term neurosis would be used in this coun- 
try. Insufficiency is described as conditions 
characterized as uneasiness, anxiety, despair, 
irritability, depression, feelings of discomfort, 
discontent, compulsive symptoms, feelings of 
strain and stress or other nervous manifesta- 
tions. One questions whether this term is a 
proper substitute for the modern concept of 
the neurosis. The fact that 81% of the male 
and 64% of the female paupers were suffering 


from mental disorder at the medical examina- 
tions is significant ; also, 41% of the males and 
27% of the females among the controls. 

“In summing up it may be said that the 
differences between the samples regarding the 
prevalance of, and risks for, different mental 
illnesses were somewhat variable ; this perhaps 
was partly due to the small samples. On the 
whole, however, the morbidity was higher for 
the paupers than for the controls. This applies 
to all the main groups of mental illnesses, even 
if the differences were not always significant.” 

There follows a similar study of physical 
disease. The resumé and conclusions are 
printed in French and Russian at the end of 
the book. There is an elaborate and extensive 
bibliography. 

Warren A, Stearns, M.D., 
Billerica, Mass. 


NevuropatuHo.ocy. By J. G. Greenfield, W. 
Blackwood, A. Meyer, W. H. McMenemey 
and R. M. Norman. (London: Edward 
Arnold, Baltimore : Williams and Wilkins, 
1958, pp. 640. $20.00.) 


An outstanding feature throughout the his- 
tory of neuropathology has been the value of 
the contributions made by investigators whose 
primary interest was not pathology—by neu- 
rologists, neurosurgeons and psychiatrists. The 
names of Alzheimer and Nissl, both of whom 
were practising psychiatrists, are firmly em- 
bedded in the terminology of the subject. More 
recently, general pathologists have been tak- 
ing increasing interest in this branch of pathol- 
ogy. In Britain, neuropathology has always 
largely stemmed from general pathology, and 
this broad outlook is evident in the present 
book which is the work of 5 eminent British 
neuropathologists led by the late Dr. J. G. 
Greenfield. Although much has been contrib- 
uted by his collaborators, the book may well 
be regarded as the culmination of Dr. Green- 
field’s long and illustrious career. 

The book gives a systematic account of the 
pathology of neurological disease other than 
tumours. In the preface we are promised a 
companion volume, dealing with tumours of 
the nervous system, edited by Professor Doro- 
thy Russell. The main emphasis throughout is 
on classical descriptive histopathology, but the 
authors give brief clinical outlines and refer 
to experimental data in some instances. Bio- 
chemical findings are also discussed, for ex- 
ample abnormalities of copper metabolism in 
the account of Wilson’s disease. 

The work opens with a chapter by Dr. 
Greenfield on the various reactions of nerve 
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cells and neuroglia in disease. In a later chap- 
ter on infectious diseases, he deals in consider- 
able detail with the various forms of viral 
encephalitis, a subject in which he had long 
been interested. There follows a chapter by 
Blackwood on cerebro-vascular disease. His 
exposition of the mechanism of brain stem 
haemorrhage and occipital lobe infarction in 
cases with supratentorial expanding lesions is 
particularly clear and convincing. He is less 
clear in his discussion of the relative impor- 
tance of stenosis of large vessels and arteriolar 
disease in the pathogenesis of vascular atrophy 
of the brain. 

Professor Meyer ranges over a wide field of 
subjects ; he deals with the effects of anoxia, 
hypoglycaemia, vitamin deficiencies and many 
poisons including organic compounds and 
metals. In a chapter on epilepsy, he discusses 
in detail the associated lesions in the temporal 
lobe ; he inclines to the view that, while such 
lesions are ultimately the result of anoxia, birth 
injury is by no means the sole cause. None 
will deny his statement of the need for further 
investigation of the problem, using post mortem 
material in addition to surgical specimens, so 
as to make possible a complete survey of the 
morbid anatomy. 

In a significantly brief chapter, Meyer col- 
lates the opinions of various investigators re- 
garding a possible morphological substratum 
for schizophrenia and certain other psychoses. 
He points to the lack of controls in the series 
described by some investigators, and to the 
frequent failure to consider the effects of con- 
current disease in chronically ill, debilitated 
patients. The organic dementias have proved 
a more rewarding subject for pathological 
study : the diseases associated with the names 
of Alzheimer, of Pick, and of Jakob and Creutz- 
feldt are described in detail and fully docu- 
mented in a chapter by McMenemey ; he also 
discusses Huntington’s chorea. Included in this 
chapter are short sections by Greenfield on 
hepato-lenticular degeneration, and by Meyer 
on the Hallervorden-Spatz syndrome. 

A superbly illustrated chapter by R. M. 
Norman on developmental malformations, birth 
injury and diseases of early life covers in 
masterly fashion the wide range of conditions 
in this essentially clinical grouping. 

Also included in the book are chapters 
on demyelinating disease, the system degenera- 
tions, the peripheral nerves, trauma and the 
effects of disease of the bony coverings of the 
nervous system, all written by Greenfield and 
illuminated by his vast experience. 


Throughout the work, the treatment of the 
subject is detailed and rigorously factual, with 
a tendency to the historical approach. The 
authors have eschewed personal speculation 
and theorising. There is a great consequent 
gain in reliability, enhanced by the profusion 
of references cited. The language throughout 
is lucid. Nevertheless the book is not light 
reading ; those who wish to gain a rapid 
impression of neuropathology will not obtain 
it here. The book will be of most value to the 
pathologist as a first reference and guide to 
further reading in the original literature. It 
should also prove a valuable book of reference 
for neurologists and psychiatrists. The layout, 
in particular the reproduction of the photo- 
micrographs, is excellent. The binding should 
stand up to the heavy and constant use this 
book will receive from all serious students of 
the nervous system. The work is the most de- 
tailed and authoritative monograph on neuro- 
pathology available in the English language. 

Gorpon Martuieson, M.B., Cu.B., 
Montreal, Can. 


Tueory AND METHops oF Sca.inc. By Warren 
S. Torgerson. (New York: John Wiley & 
Sons, Inc., 1958. pp. 460. $9.50.) 


Psychological scaling methods for the 
measurement of attributes have been devel- 
oped in a variety of fields. This book is a most 
serious endeavor to bring the major contri- 
butions together. It was prepared for the Com- 
mittee on Scaling Theory and Methods of the 
Social Science Research Council and contains 
material which previously was only available 
in isolated articles and special book chapters. 

In addition to examining established scal- 
ing procedures, the author presents subject 
matter based on his own work in the field. 
This includes a least-squares solution for the 
constant sum method, alternative solutions for 
the categorical judgment model, a multidi- 
mensional model for quantitative judgments, 
and a general normal ogive model for response 
data. 

Scaling procedures have proven to be help- 
ful in studies of discrimination, learning, gen- 
eralization and personality. Research workers 
in the various social sciences should profit from 
a reading of this contribution. Mathematicians 
and statiticians are given further stimulation 
to continue their interests with much-needed 
theoretical frames of reference. 

ArTHuR LERNER, Pu.D., 
Los Angeles City College. 
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IN MEMORIAM 


SEYMOUR D. VESTERMARK, M.D. 
1902-1959 


The nationwide training program of the 
National Institute of Mental Health stands 
as a memorial to the late Dr. Seymour D. 
Vestermark who, before his death on Feb- 
ruary 22, had been Chief of the Institute’s 
Training Branch since the time it was 
launched in the late 1940's. Starting at a 
time of rapidly increasing demand for pro- 
fessionally trained personnel in the mental 
health disciplines and when few centers 
offered such training, Dr. Vestermark or- 
ganized a national program for promoting 
more and better opportunities for training 
in psychiatry, clinical psychology, psychi- 
atric nursing, psychiatric social work ; and 
training for research related to mental 
health. By providing assistance through 
grants and professional consultation to help 
institutions develop and expand training 
centers, the program has greatly increased 
and enhanced educational opportunities in 
psychiatry and other mental health dis- 
ciplines. 

So great was Dr. Vestermark’s contribu- 
tion, that he was cited by The American 
Psychiatric Association, in January 1959, 
for having “exerted, during his assignment, 
a greater influence in the field of psychi- 
atric training than any other person.” 

“For a decade,” the citation continued, 
“Dr. Vestermark has, by virtue of his per- 
sonality, his sound psychiatric background, 
his constructive imagination, and his sound 
judgment in the distribution of public 


moneys made available for this purpose by 
the Congress of the United States, stimu- 
lated markedly the undergraduate training 
of medical students in the field of psy- 
chiatry and the further development of 
psychiatric residency training. Recognizing 
the importance of the ancillary disciplines 
such as psychology, psychiatric social work, 
and nursing, he encouraged their de- 
velopment, and has promoted a closer re- 
lationship of psychiatry with the law, 
religion, and the basic sciences.” 

Dr. Vestermark was a diplomate of the 
American Board of Psychiatry and a fellow 
of The American Psychiatric Association. 
He also was a member of many professional 
committees and conferences in his field, and 
in 1948 served as United States Delegate 
to the International Congress on Alcoholism 
in Lucerne, Switzerland. 

Born in Dixon, Ill., Dr. Vestermark was 
a graduate of Coe College and the Medical 
School of the University of Iowa and took 
postgraduate work at the Colorado Psy- 
chiatric Hospital in Denver. He was com- 
missioned in the Public Health Service in 
1932, and served as Chief of the Neuro- 
psychiatric Service at the Marine Hospital 
on Ellis Island and as Executive Officer of 
the U. S. Public Health Service Hospital in 
Fort Worth, Tex., before going to the Na- 
tional Institute of Mental Health. 

Harold P. Halpert, 
Nat. Inst. of Mental Health. 


RICHARD BRICKNER, M.D. 
1896-1959 


As a physician, Richard Brickner con- 
formed to the definition of Robert Louis 
Stevenson of a good doctor, for “he brought 
air and cheer into the sickroom, and often 
enough though not so often as he wished, 
healing.” As a medical scientist, his many 
contributions to neurological literature were 


invariably of high quality. He achieved 
distinction, however, and I may say great 
distinction, in two areas. One was in his 
approach to multiple sclerosis. Greatly dis- 
turbed by the black prognosis for the 
sufferers of this disease, he dedicated him- 
self to the study of its many problems. He 


191 


4 
‘ 
= 
: 
. 
\ 


192 


IN MEMORIAM 


August 


was eclectic in his method of attack. He 
applied his boundless energy toward this 
goal, and approached it from every angle. 
He was largely responsible for the estab- 
lishment of the Multiple Sclerosis Asso- 
ciation. He stimulated research in a hun- 
dred laboratories. He literally dragged the 
disease from the back wards of hospitals 
for chronic and incurable neurological 
diseases and pinned it to the stage of a 
microscope. If ever a solution to the prob- 
lem of multiple sclerosis should be found, 
this will be a superstructure on a founda- 
tion which he has helped to build. 

The second area in which Richard Brick- 
ner achieved distinction was in the physi- 
ology of the frontal lobes. We were sharing 
an office together when he first became 
acquainted with a patient who had had 
both frontal lobes removed along with the 
tumor which had invaded and partly de- 
stroyed them. He immediately recognized 
the important physiological implication of 


such an operation, and spent years studying 
the neurophysiological and psychological 
deficits resulting from it. It was undoubted- 
ly his report on this case, which was pub- 
lished in a detailed monograph, that 
stimulated the invention of bilateral frontal 
lobotomy by Egaz Moniz, for which he 
eventually received a Nobel Prize. 

His one assay into semi-popular literature 
took the form of a book entitled Is Germany 
Incurable ? While many people took issue 
with his conclusions and the book aroused 
a considerable amount of controversy, it 
served to stimulate a good deal of thinking 
about the psychology of the German people 
which permitted the rise of a Hitler. 

In all that Brickner did he put his whole 
heart and soul, and although he was in- 
valided for several years before his death, 
he maintained an active interest in a dozen 
problems right up to his last breath. 

Leo Davidoff, M.D., 
New York City. 
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Keep and protect 
your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20, N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


new psychoactive agent 


£-phenylisopropy! hydrazine supplied as the hydrochloride 


Revitalizes depressed patients—elevates 
mood, increases alertness and ability to 
maintain work and social adjustment.'” 


Depressed Patients 


Markedly improved Unimproved 


Improved 


1. Agin, H. V.: in A Pharmacologic Approach to the Stuay of the 
Mind, Springfield, Charles C Thomas, in press. 

2. Agin, H. V.: Conference on Amine Oxidase inhibitors, New 
York Academy of Sciences, Nov. 20-22, 1958. 


Lakeside Laboratories, nn SE Milwaukee 1, Wisconsin 
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one dose in the morning 
provides full therapeutic effect 
all day 


THORAZINE’ SPANSULE'’ CAPSULES 


brand of chlorpromazine brand of sustained release capsules 


24-hour effect is provided by repeating the morning dose in the 
late afternoon or evening. 


Five strengths: 30 mg., 75 mg., 150 mg., 200 mg. and 300 mg. 


Smith Kline & French Laboratories C" leaders in psychopharmacology 
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IMPORTANT 


WE ARE DESIROUS OF OB- 
TAINING COPIES OF THE 
FOLLOWING NUMBERS: 


WE WILL PAY $1.50 FOR THE 
FOLLOWING NUMBERS: 


Volume I to Volume 83 
(all Numbers ) 


WE WILL PAY 75¢ FOR THE 
MARCH 1955 NUMBER 


WE WILL PAY $1.00 FOR THE 
FOLLOWING NUMBERS: 


Volume 91 Number 4 

Volume 93 Number 4 

Volume 94 Number 4 

Volume 95 Numbers 1 and 4 
Volume 99 Numbers 4, 5 and 6 
Volume 100 Numbers 2 and 3 


Volume 101 Numbers 1, 2, 4, 5, 
and 6 


Volume 103 Number 5 


Volume 104 Numbers 7, 8, 9, and 
10 


Volume 106 Numbers 7, 8, and 9 
Volume 107 Number 4 
Volume 110 Number 1 
Volume 111 Number 9 
Volume 113 Number 7 
Volume 114 Number 7 
Volume 115 Number 7 


SEND TO: 
AUSTIN M. DAVIES, BUS. MGR. 


AMERICAN JOURNAL 
OF PSYCHIATRY 


1270 Ave. of The Americas, Rm. 1817 
New York 20, New York 


new psychoactive agent 


Catron 


8-phenylisopropy! hydrazine supplied as the hydrochloride 


Brightens mood, dispels apathy, melancholy, 
social withdrawal through selective suppres- 
sion of monoamine oxidase (MAO) of brain 
at doses which have little or no effect on liver. 


Monoamine Oxidase Inhibition (%) 


8 
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Horita, A.: Report, Mar, 17, 1959 


Lakeside Laboratories, Inc. ZZ Milwaukee 1, Wisconsin 
8 


; 
} 
Wide 
= 
‘ 
Days 
, 
XXVII 
L 


The joy of belonging in epilepsy. Today, as never before, the epileptic child can look for- 
ward to a life unburdened by the constant and crippling fear of being different. With a choice 
of seizure-preventing drugs available to him at every stage of his Ms he may take 
his place with friends or family ... work... play .. . belong . . . with a’ freedom undreamed 
of in the past. Presented here are five distinguished anticonvulsants that can help you give 


this “ee of all gifts: a normal life. ANTICONVULSA S BY ABBOTT 
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PEGANONE® cétnotoin, Abbott) A hydantoin of exceptionally low toxicity for grand mal and psychomotor 
seizures. PHENURONE® (Phenacemide, Abbott) Often effective where other therapy fails in grand mal, petit 
mal, psychomotor and mixed seizures. GEMONIL® (metnarbital, Avbott) Relatively non-toxic, for grand mal, 
petit mal, myoclonic and mixed seizures symptomatic of organic brain damage. TRIDIONE® 
(Trimethadione, Abbott) PARADIONE® (Paramethodione, Abbott) Homologous agents for symptomatic control of 
petit mal, myoclonic and akinetic seizures. Literature available on request. 
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first report on a new and significant antidepressant 


the new, rapidly 
effective treat- 
ment for true 
(endogenous) de- 
pressions, atftec- 
tive or organic 


MORRIS PLAING. NY 


restores the 


depressed, despond- 


ent or suicidal 
patient to 
reality without 


recourse to E.C.T." 


QUICK-READING SUMMARY 
chemistry-pharmacology: Nardil, 
first discovered in 1956 by Scott 
and Chessin,5 is beta-phenylethy]l- 
hydrazine dihydrogen sulfate, a 
powerful inhibitor of monoamine 
oxidase in the brain.® 


clinical response: many depressed 
patients respond with an elevation 
of affect within 4 to 8 hours. Self- 
deprecatory feelings and even sui- 
cidal ideation rapidly subside. 
Depression is lifted without the 


brand of phenelzine dihydrogen sulfate 


over-stimulation of sympathomi- 
metic amines. Recovery generally 
occurs within 2-6 weeks. E.C.T. 
was not required. 


side effects, toxicity: clinical trials 
since 1957 have revealed no toxic 
effects on blood, liver or kidneys. 
Few side effects have been en- 
countered. However, dosage levels 
higher than recommended may 
produce transient postural hypo- 
tension, constipation, impotence or 
delayed micturition, 
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first report on a new and significant antidepressant 


Nardil a brain-specific monoamine oxidase inhibitor 


brand of phenelzine dihydrogen sulfate 


the new, rapidly effective 
treatment for true (endogenous) depressions, 
affective or organic 


restorative activity 
apparent in hours 


objective antidepressant 
response in days 
e 


complete recovery in 
2 to 6 weeks 


e 
side effects transient 


and mild 


Common among the experience 
reported by several investigators 
during the Nardil trials was this 
new drug’s speed of action, high 
percentage of complete to good 


remissions, the absolute lack of 
toxicity and the infrequency and 
mildness of side effects. 

Many patients report a lift in 
mood within four to eight hours. 
A new sense of purpose is accom- 
panied by a rapid dispersal of self- 
deprecatory feelings, ruminative 
thinking and suicidal ideation. 
Sleep and appetite are improved.! 

Sainz? reported that, of his se- 
ries of 122 patients, 89 per cent of 
the depressed affectives and 82 per 
cent of other endogenous depres- 
sions had complete remissions fol- 
lowing Nardil. 

Maximum improvement was al- 
ways noticed not later than five 
weeks after the onset of therapy.? 
This investigator then concluded 
that Nardil “...appears to be the 
treatment which most clearly com- 
pares to electrocoma therapy in 
scope, rapidity of action and free- 
dom from serious side effects.””2 

This observation has also been 


COMPARATIVE EFFECTIVENESS * 


made by Thal! as a result of his 
experience with Nardil in 180 pa- 
tients with true (endogenous) de- 
pressions. “In the treatment of 
depression, the response to this 
antidepressant therapy approaches 
the response generally obtained 
from electro-shock therapy. Eighty 
per cent of patients were dis- 
charged from the hospital as re- 
covered within 60 to 90 days 
following commencement of treat- 
ment with Nardil.” Electrocon- 
vulsive therapy was not used in 
any case. 

Saunders and colleagues’ found 
that all their patients with true 
(endogenous) depressions recov- 
ered within 10 to 15 days of ther- 
apy with Nardil. 

In over 1,000 patients to date: 
liver dysfunction did not occur, 
clinical hypotension was rare. 

Nardil has a preferential distri- 
bution to the brain—not the liver. 
The investigations of Sainz? in 122 


General diagnosis 


Patients 


Nardil 
% Satis- 


ECT Iproniazid 
% Satis-| % Satis- 
factory factory factory 
Response | Response | Patients | Response 


endogenous depression, overt ll 


72 45 26 78 


endogenous depression, larval 3 


100 12 86 


affective psychosis, depressed phase 8 


87 42 19 89 


*Adapted from Sainz, A. 
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moderate to markedly depressed 
patients revealed that Nardil was 
“ ..less toxic than iproniazid be- 
cause no hepatic, hemopoietic or 
central nervous system parenchym- 
atous damage (had) occurred or 
been foreshadowed.” The experi- 
ence of Thal! in 180 patients, and 
that of Saunders’ as well, disclosed 
no toxic effect after careful analy- 
sis of liver function tests and blood 
studies. 

Postural hypotension has ap- 
peared among a few patients given 
Nardil in a dosage range higher 
than that recommended.? But since 
the incidence does not appear to 
be clinically significant, it does 
not detract from Nardil’s particu- 
lar value in ambulatory as well as 
hospitalized patients. 

Indications: Nardil is indicated 
in the treatment of true (endoge- 
nous) depressions of an affectual 
or organic nature. Depression as- 
sociated with catatonic schizophre- 
nia may be relieved, although 
Nardil itself has no effect on schiz- 
ophrenic mechanisms. 

Side Effects: The occasional 
side effects which have been re- 
ported include postural hypoten- 
sion with the expected associated 
signs, transient impotence, nausea, 


MORRIS PLAINS, NU 


ankle edema, delayed micturition 
and constipation. These can be 
adequately managed by appropri- 
ate adjunctive therapy or will 
abate as dosage is reduced to the 
maintenance level. 

Caution: Even though no toxic 
effects on the liver have been re- 
ported with the use of Nardil, as 
a matter of caution patients should 
be carefully followed with liver 
profile studies and the drug should 
be withheld or used with extreme 
care where the patient has a his- 
tory of liver disease or where liver 
damage is present. Also, hypoten- 
sive patients should be under close 
medical supervision. 

Dosage: Recommended starting 
dose is one 15 mg. tablet three 
times a day with meals. Improve- 
ment is usually seen within one 
week. After maximum benefit is 
achieved, usually over a period of 
several weeks, the dosage is slowly 
reduced to a maintenance level-de- 
pending upon individual needs 
and may be as low as 15 mg. daily. 
In the occasional patient who does 
not respond to the above starting 
dose, an additional one or two 
15 mg. tablets may be given at 
bedtime. 

Supply: Bottles of 100 orange- 


coated tablets, each containing 15 
mg. phenylethylhydrazine present 
as the dihydrogen sulfate. 
References: 1. Thal, N.: Cumulative 
Index of Antidepressant Medications. Dis. 
Nerv. System 20:197 (May) 1959. 2. Sainz, 
A.: The Phrenopraxic Activity of a Non- 
noxious Antidepressant, Ann. New York 
Acad. Sc. (in press) 1959. 3. Saunders, 
J. C.; Roukema, R. W; Kline, N. S., and 
Bailey, S. d’A.: Clinical Results with 
Phenelzine, Am. J. Psychiat. (in press) 
1959. 4. Report of Clinical Trials with 
Nardil in 800 Patients. Warner-Chilcott 
Department of Clinical Investigation, 1959. 
5. Chessin, M.; Dubnick, B.; Dramer, 
E. R., and Scott, C. C.: Modifications of 
Pharmacology of Reserpine and Serotonin 
by Iproniazid, Fed. Proc. 15:409, 1956, 
6. Chessin, M.; Dubnick, B.; Leeson, G., 
and Scott, C. C.: Biochemical and Phar- 
macological Studies of B-phenylethylhy- 
drazine and Selected Related Compounds, 
Ann. New York Acad. Sc. (in press) 1959, 
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working together 


THE THE 
PSYCHIATRIST PATIENT 


—mentally alert 
and responsive 
to therapy 


perphenazine 


for greater access to disturbed minds 


Dosage: Depending on the severity of the condition and 
individual response, 8 to 16 mg. two to four times daily. 
Consult Schering literature for other indications, as well 
as for details on precautions and contraindications. 


Packaging: Tablets of 4 mg. and 8 mg., bottles of 50 
and 500; 16 mg., bottle of 500. REPETABS,® 8 mg.— 
4 mg. in the outer layer and 4 mg. in the timed-action 
inner core, bottles of 30 and 100. TRILAFON™ Injection 
—5 mg., ampul of 1 cc., boxes of 6 and 100; 10 cc. vial, 
5 mg./cc., boxes of 1 and 10. TRILAFON Concentrate — 
16 mg./5 cc., bottle of 4 oz., with graduated dropper. 
TRILAFON Suppositories—4 and 8 mg., boxes of 6.. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


TR-J-849 
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Extension of the reduced sub- 
scription rate of $5.00 (less than 
one-half the regular rate) for 
the AMERICAN JOURNAL OF 
PSYCHIATRY has been author- 
ized to include medical students; 
junior and senior internes; first, 
second, and third year residents 
in training; and graduate students 
in psychology, psychiatric nurs- 
ing, and psychiatric social work. 

In placing your order, please 
indicate issue with which -sub- 


scription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 AVENUE OF THE AMERICAS 
NEW YORK 20, NEW YORK 


Per cent serotonin metabolized 


new psychoactive agent 


Catron 


&-phenylisopropy! hydrazine supplied as the hydrocnioride 


Z 


Elevates mood, brightens outlook by raising 
levels of mood-controlling neurohormones, 
serotonin and norepinephrine... at doses 
which have little or no effect on the liver. 


Horita, A.; The Pharmacology 


Monoamine Oxidase 
inhibitors. in 


htothe 


CATRON 


~ 


8888s 


iproniazid 


0 
CONTROLS 0.5 0.75 10 25 5.0 7.5 
Dose (Moles X 10-¢/Kg) 


Lakeside Laboratories, Inc. Se Milwaukee 1, Wisconsin 
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for your patients who ‘'cheek”’ and hide tablets 


Thorazine* Concentrate...Compazine’ Concentrate 


A liquid concentrate is the practical dosage form for patients who resist medication, 
for it is easily mixed with other liquids or semisolid foods. Thus, you have more 
assurance that the patient is ingesting the medication. 


‘Thorazine’ Concentrate and ‘Compazine’ Concentrate give you the 
therapeutic advantages of the two basic psychopharmacologic 
agents in the easy-to-admiz..ster concentrate dosage form. 


Available to hospitals only: 
‘THORAZINE’ CONCENTRATE: 30 mg./cc., 4 fl. oz. bottles in cartons of 12 and 36f and gallon containersf. 


‘COMPAZINE’ CONCENTRATE: 10 mg./cc., 4 fl. oz. bottles in cartons of 12 and 36f. 


() Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tSpecial Hospital Packages available only to non-profit and government hospitals. 
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withdrawn apathetic rejected gloomy 
remorseful hopeless listless despairing 
forlorn somber defeated 


bitter crushed 


MEAN DEPRESS 
ThE TREATMENT | 


WHEN THE WORDS 
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Cat ron 


Important new psychoactive agent—acts selectively 


on the brain to brighten outlook, raise spirits, 


rebuild self-esteem, revitalize depressed patients. 


Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin 
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For detailed information, request Brochure No. 19, CATRON 
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MARCH 5, 2:00 P.M. 
Receiving oral SPARINE. 
MARCH 4, 10:00 A.M. Quiet but alert. Contrite 
SPARINE, I.V., has been given. about smashed window. 
Patient in light sleep. 

Can be awakened readily, 

and responds to questioning. 


SPARINE quickly controls acute psychotic episodes, then maintains 
control while definitive psychiatric treatment is provided. SPARINE 
facilitates accessibility, speeds rehabilitation, simplifies care. 


SPARINE acts most rapidly by intravenous injection; for effective 
maintenance, the oral or intramuscular route is usually used. It is 
well tolerated in all three methods of administration. Comprehensive 
literature supplied upon request. 


p Ar ine HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


INJECTION TABLETS SYRUP Philadelphia 1, Pa 


MARCH 8, 9:00 A.M. 
Still on oral 

SPARINE, maintenance 
dosage. Ready 

for psychotherapy. 
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Important New 


Catron 


&-phenylisopropy! hydrazine supplied as the hydrochloride 


How to use this new drug: 


CATRON Hydrochloride is a monoamine oxidase (mao) in- 
hibitor useful in the treatment of depression and of other 
disorders indicated below. It is recommended for use in 
carefully selected cases and in those patients who have 
not responded to the milder drugs. 


ADMINISTRATION AND DOSAGE 

Dosage of catron must be individualized according to each 
patient's response. The initial daily dose should not exceed 
12 mg. and should be reduced as soon as the desired clin- 
ical effect is obtained. In severe depressions some clini- 
cians desire rapid results and begin treatment with 24 mg. 
daily: this dosage should not be continued for more than 
a few days. A single daily dose in the morning is recom- 
mended. A continuous or interrupted schedule may be 
used, the latter during the maintenance period. 


Depression (Endogenous, Reactive, Postpartum, Involutional 
and Depression Secondary to Schizophrenic or Neurotic 
Reaction): initially, 12 mg. once daily for approximately 
2 weeks, or less if improvement appears. Dosage is then 
reduced to 6 mg. daily. As improvement continues, main- 
tenance dosage of 6 mg. every other day or of 3 mg. daily 
often proves satisfactory. An interrupted dose schedule is 
recommended for long-term therapy. 


ANGINA PECTORIS—3 to 6 mg. daily in most cases. Relief of 
painandelevation of mood may be dramatic.Victims of angina 


Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin 


pectoris who respond in this manner should be cautioned 
against overexertion induced by their sense of well-being. 
RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely dis- 
abling forms, particularly when accompanied by depres- 
sion): 9 to 12 mg. daily for 3 days, then 6 mg. daily, reducing 
further to 3 mg. daily on signs of improvement. If a con- 
ventional antiarthritic agent is used, lower doses of each 
are indicated. 


CAUTION 

Certain circumstances should be watched carefully when 
using CATRON. 

DRUG POTENTIATION—The list of drugs which catron potenti- 
ates is not yet complete. catron should not be used con- 
comitantly with any other drug unless, (a) it has been 
ascertained that the two drugs bear no qualitative reiation- 
ship, or (b) potentiating action is being sought, as may be 
the case with tranquilizing drugs including reserpine and 
the phenothiazines, and with the amphetamines, barbitu- 
rates and hypotensive agents. 

HYPOTENSIVE EFFECT—All normotensive patients receiving 
catron, but especially elderly patients, should be warned 
about the possibility of orthostatic hypotension during the 
initial period of higher dosage. In the few instances where 
this may occur, lowering of the dose will usually permit 
continuation of therapy. 

COLOR vision—A reversible red-green color defect has been 
reported in a few patients, chiefly hypertensives, on ex- 
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+ Brightens mood, diminishes apathy and confusion, curbs 
symptoms of withdrawal, self-pity, inadequacy, despair.'” 


« Acts selectively on brain at doses having little 
or no effect on liver.”’ 


« Valuable in depressions associated with 
chronic diseases such as angina pectoris,’ severe 
rheumatoid arthritis.” 


For detailed information, request Brochure No. 19, CATRON 


tended therapy with catron. Discontinue the drug if such 
changes occur. 


ANIMALS, NEUROLOGIC siGNs—In toxicity studies with animals, 
a neurologic syndrome has been observed characterized 
by tremors, muscle rigidity and difficulty in locomotion. 
Although extensive clinical experience has not shown such 
reactions to be a problem in humans in recommended 
dosage, should a similar neurologic disturbance occur, the 
possibility of drug action should be considered. 


SIDE EFFECTS— Major side effects requiring cessation of 
therapy are infrequent. Other side effects—constipation, 
delay in starting micturition, increased sweating, hyper- 
reflexia, ankle edema, blurring of vision, dryness of the 
mouth—are usually readily controlled by lowering the dos- 
age. Rash, observed in a few patients, cleared up rapidly 
upon discontinuing therapy. 


WARNING: Pharmacologic studies show that with proper dos- 
age caTRON will inhibit monoamine oxidase in the brain 
without influencing this enzyme in the liver. This is in 
contrast to previous inhibitors, which depress monoamine 
oxidase activity in the liver before affecting this enzyme 
in the brain. 

Although the evidence suggests that serious life-threaten- 
ing hepatitis seen with other mao inhibitors should not 
occur with catron in the recommended dosage, it has 
been reported on rare occasion with dosages in excess of 
the recommended levels. 

The Following Precautions are Recommended: 


1. In all instances daily dose should not exceed 12 mg. 
2. Reduce daily dose as soon as response is established, 
usually in a matter of 1 to 2 weeks. 

3. Do not prescribe to a patient more than sixteen 6 mg. 
tablets or thirty-two 3 mg. tablets of catron at one time. 
4. Patient should return for observation before additional 
CaTRON is prescribed. For this reason, prescriptions for 
catron should be marked, “not refillable.” 

5. Perform regular liver function tests. 

6. Do not use the drug in patients with a history of viral 
hepatitis or other liver abnormalities. 


catron is the original brand of 8-phenylisopropy! hydrazine. It is sup- 
plied as the hydrochloride in tablets of 3 mg. and 6 mg., bottles of 50. 


(1) Agin, H. V.: The Use of JB-516 (catron) in Psychiatry, Conference 
on Amine Oxidase Inhibitors, New York Academy of Sciences, Nov. 
20-22, 1958. (2) Bercel, N. A.: A Pharmacologic Approach to the 
Study of the Mind, Springfield, !I|., Charles C Thomas, 1959, in 
press. (3) “inross-Wright, J.: Panel Discussion of Psychic Energizers, 
ibid. (4) Kinross-Wright, J.: Experience with JB-516 (catron) and 
Other Psychochemicals in Clinical Practice, Conference on Amine 
Oxidase Inhibitors, New York Academy of Sciences, Nov. 20-22, 1958. 
(5) Horita, A., and Parker, R. G.: Comparison of Monoamine Oxidase 
Inhibitory Effects of Iproniazid and its Pheny! Congener, Proc. Soc. 
Exper. Biol. & Med. 99:617, 1958. (6) Horita, A.: Beta-Phenylisopro- 
pyihydrazine, A Monoamine Oxidase Inhibitor, Fed. Proc. 17:379, 
1958. (7) Horita, A.: The Pharmacology of the Monoamine Oxidase 
Inhibitors, in A Pharmacologic Approach to the Study of the Mind, 
Springfield, !l!., Charles C Thomas, 1959, in press. (8) Kennamer, R., 
and Prinzmetal, M.: Treatment of Angina Pectoris’ with catron 
(JB-516), Am. J. Cardiol. 3:542, 1959. (9) Scherbel, A. L., and Har- 
rison, J. W.: The Effects of iproniazid and Some Other Amine Oxidase 
hibitors in Rh itoid Arthritis, Conference on Amine Oxidase 
Inhibitors, New York Academy of Sciences, Nov. 20-22, 1958. 
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Tofranil 


brand of imipramine HCI 


An entirely new compound originated in 
Geigy research laboratories, Tofranil: 
Exercises selective action on the symptoms 

of uncomplicated depression 

Is effective in 70-85 of cases, particularly 
those of endogenous depression 


Is frequently successful in even the most 
profound and chronic cases 


Is virtually devoid of serious side reactions 
Reduces the need for electro-convulsive therapy 
May be administered by cither oral or intra- 
muscular routes 

Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, 
Involutional Melancholia, Senile Depression, 
Depression associated with other 

Psychiatric Disorders 


Detailed literature on request 


The Dawn of a New Era 
in the 
Treatment of Depression 


Availability: 

Tofranil® (brand of imipramine HCl) ; Sugar-coated, 
coral-colored tablets, 25 mg. each, in bottles 

of 100. Ampuls for intramuscular administration 
only, each containing 25 mg. in 2 cc. of 

solution (1.25 per cent) in cartons of 10 and 50. 


Selected Bibliography: 

1. Ayd, E J., Jr.: Bulletin of School of Medicine, 
University of Maryland 44:29, 1959. 

2. Azima, H.: Canad. M.A.J. 80:535, 1959. 

3. Azima, H., and Vispo, R. H.: Am. J. Psychiat. 
115:459, 1958. 4. Kuhn, R.: Am. J. Psychiat. 
115:459, 1958. 5. Lehmann, H. E.; Cahn, C. H., 
and de Verteuil, R. L.: Canad. Psychiat. A. J. 
3:155, 1958. 6. Mann, A. M., and 

MacPherson, A. S.: Canad. Psychiat. A. J. 

4:38, 1959. 7. Sloane, R. B.; Habib, A., and 
Batt, U. E.: Canad. M,A.J. 80:540, 1959. 

8. Straker, M.: Canad. M.A.J. 80:546, 1959. 
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MELP US KEEP 
THE THINGS 
WORTH KEEPING 


A boy keeps days like these 
all his life. Some day he'll 
trundle his own sons in a 
barrow too—remembering 
the jolly, peaceful man-to- 
man times spent with his 
father. 

So many precious things 
like this depend on peace. 
And peace depends upon so 
many things. For instance: 
peace costs money. 

Money for strength to keep 
the peace. Money for science 
and education to help make 
peace lasting. And money 
saved by individuals to keep 
our economy sound. 

Every U.S. Savings Bond 
you buy helps provide money 
forour country’s Peace Power 
—the power that helps us 
keep the things worth 
keeping. 

Are you buying as many 
Bonds as you might? 
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Photograph by Harold Halma 


HELP STRENGTHEN AMERICA'S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks : ° 
The Advertising Council and this magazine for their patriotic donation. a 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D, 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for physical and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
HN D. PATTON, M.D 
Clinical Director 
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THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Frances M. King, formerly Director of the Seguin School 


References 


Directors Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment, analytically-oriented 
psychotherapy, and the various somatic therapies. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 


Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 


SIX COMPREHENSIVE PROGRAMS: 


e Observation and Diagnosis e Custodial Care 
e Education and Training @ Summer Program 
© Residential Supervision e Psychiatric Treatment Center 


The Training School at Vineland provides care and treatment for boys and 
girls 2 years or older with mental potential of 6 years. Complete profes- 
sional staff. Electroencephalographic and neurological exams, individual 
psychiatric, psychological, physiological, and speech observations and 
therapies. 

The educational program aims at maximum development of each child. 
Training includes self-care; group living; formal classroom education; devel- 
opment of practical habits, attitudes and work skills. 

Children live in homelike cottages on 1600-acre estate. Hospital, school, 
chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, prevention 
and treatment of mental retardation. Established 1888. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL AT VINELAND, NEW 


A private, non-profit residential center for the care and treatment of the 
mentally retarded. 


FOR THE MENTALLY RETARDED CHILD 
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IMPORTANT 


We Are Desirous of FOR EXCEPTIONAL CHILDREN 


Obtaining Copies The Brown Schools, in operation since 1940, has 


facilities for the private residential treatment of 
emotionally disturbed children and for the educa- 
of the January 1958 Issue tion of retarded children of all ages. 
Specialists on our staff in psychiatry, psychology, 
medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
the problem of the exceptional child. 
We will pay $1.00 per issue plus Seven different suburban and ranch units make 
possible the placement of each child in a group 
postage costs best suited to his interests, age, ability, develop- 
ment and social adjustment. 
We have recently prepared a comprehensive view 
nnn book for your use in learning more about our 
schools and the services we offer. We invite you 
to write for a copy and also for any particular 
SEND TO: information you desire. 


AUSTIN M. DAVIES, BUS. MGR. 
AMERICAN JOURNAL OF PSYCHIATRY 

1270 Ave. of The Americas, Rm. 1817 Mrs. Nova Lee Dearing, Registrar 
New York 20, New York P. O. Box 4008 D 


Austin, Texas 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary, junior and senior 
high school, and a postgraduate a The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time psychiatrist and po x are in 
residence. ur work emphasizes a much wider concept of student a and growth than is 
conceived of in aa education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim. 


V. V. Anperson, M.D., LL. D., Director 
For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY ; 19 
1270 AVENUE OF THE AMERICAS, ROOM 1817 Date 
New York 20, New York 
Enclosed herewith is $ . for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 


‘Print 
ADDRESS 
Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1959 issue 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeorGE M. ScHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JaMes Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 
Francis A. O'DONNELL, M.D RICHARD L. CONDE, 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. "Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Aceredited by Joint Commission on Accreditation of H 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 
BEVERLY DAY CENTER 


9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. Creswe_t Burns, M.D. HELEN Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaR ROZETT, M. D., THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 


CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 
Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 
Member N.A.P.P.H. 
fully approved by Central Inspection Board of APA 
accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D., PERCY E. RYBERG, M. D., 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wotre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Prof Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuots, M. D. G. PauLine WELLs, R. N. Hersert A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M_.D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M.D., Director of Research 


CLINICAL ADMINISTRATORS 


MARTIN COOPERMAN, 
JOHN L. CAMERON, M.D. ROBERT W. GIBSON, M.D. 
JOHN P. FORT, JR., M.D. MICHAEL A. WOODBURY, M.D. 


ASSOCIATES 


CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D. 
CLAY F. BARRITT, M.D. HAROLD F. SEARLES, M.D. 
MILTON G. HENDLICH, M.D. JOSEPH H. SMITH, M.D. 

JOHN S. KAFKA, M.D. BARBARA S. SOKOLOFF, M.D. 
BERL D. MENDEL, M.D. WILHELM P. STIERLIN, M.D. 
CESAR MEZA, M.D. YVONNE VAN der REYDEN, M.D. 
PING-NIE PAO, M.D. NAOMI K. WENNER, M.D. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D 


INTERNISTS 
CORINNE COOPER, M.D. GEORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New York 20, New York 


Enclosed herewith is $ ‘ . for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume ............ Number 


NAME 


ADDRESS 
SIGNATURE .. 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1959 issue. 
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lo facilitate psychotherapy in the emotionally disturbed child, and to enable 
him to lead a stable life during such therapy, adjunctive treatment with Prozine 
is often advantageous. In reporting on 176 disturbed children who received Prozine, 
Ehrmantraut et al.' found that 85.8 per cent showed moderate to marked improve- 
ment in behavior reactions and adjustment to institutional care. 


Prozine, designed for the treatment of moderate to severe emotional disturbances, 
helps control psychomotor agitation as well as anxiety and tension. 


1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C. 


controlled: an acute behavioral problem 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 
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DEVEREUX SERVES 


A FULL EDUCATIONAL PROGRAM, extending from kinder- 
garten through the junior college level, is offered at Devereux 
for emotionally disturbed, as well as slow-learning children. 


Instruction is highly individualized and planned to take 
advantage of the specialized learning techniques which are most 
effective for these children. 


The curricula of the Devereux units include a solid academic 
program for college preparatory work; a vocational and com- 
mercial program; and programs of artisanship or craftsmanship, 
stressing the use of special tools and skills, either as preparation 
for admission to a vocational or trade school or as a means of 
attaining self-confidence and personality development. 


CLINICAL STAFF 


J. Clifford Scott, M.D. Milton Brutten, Ph.D. 
Aurelio Buonanno, M.D. William J. Cohen, Ph.D. 
Charles M. Campbell, Jr., M.D. Dorothy E. Conrad, Ph.D. 
Fred J. Culeman, M.D. Sidney L. Copel, Ed.D. 
Ruth E. Duffy, M.D. Michael B. Dunn, Ph.D. 
William F. Haines, M.D. Shirley M. Jahnson, Ph.D. 
Herbert H. Herskovitz, M.D. John R. Kleiser, Ph.D. 
Robert L. Hunt, M.D. Murray Levine, Ph.D. 
Richard H. Lambert, M.D. Henry Platt, Ph.D. 
Leonardo Magran, M.D. Edgar A. Smith, Ed.D. 
Joseph J. Peters, M.D. George Spivack, Ph.D. 
Jacob S. Sherson, M.D. Herbert A. Sprigle, Ph.D. 
Albert S. Terzian, M.D. Anne Howe, M.S. 

Walter M. Uhler, M.D. Kenneth E. Evans, B.S. 
Lance Wright, M.D. G. Henry Katz, M.D. 

F. Ellsworth Henry, S.T.D. Psychoanalytic Consultant 


SCHOOLS 


THE DEVEREUX FOUNDATION COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS 

Santa Barbara, California Devon, Pennsylvania TRAINING 
RESEARCH 


HELENA T. DEVEREUX Professional inquiries should be 

Administrative Consultant addressed to John M. Barclay, Direc- 

tor of Development, or Charles J. 

EDWARD L. FRENCH, Pd.D. Fowler, Registrar, Devereux Schools, 

Director western resi- 

ents address Keith A. Seaton, Regis- 

WILLIAM B. LOEB trar, Devereux Schools in California, 
Treasurer Santa Barbara, California. 
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